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A GASTRIC GOSSIP* 


BY 


Sir ARTHUR PORRITT, K.C.M.G., F.R.C.S. 


It has become the custom in the Society for the new 
President to deliver an address on some subject in which 
he is particularly interested. I still come under the 
somewhat maligned heading of “ General Surgeon,” and 
in that now officially rather limited sphere my chief 
interest lies in the stomach. I say “stomach” and not, 
for instance, “ gastric surgery,” as I hope to show that 
consideration of that organ has implications and in- 
terests far outside the realm of the mere technician. 


Hunter’s Concept of the Stomach 


John Hunter himself defined the stomach as “a gland 
with a cavity °"—a typically crisp summary of the physio- 
logical and mechanical functions of the organ—but he 
further elaborated this purely material conception by 
calling it “the central seat of sympathy of the body.” 
Sir Arthur Keith, in a recent annotation on the latest 
research into the aetiology of peptic ulceration, quoted 
these two statements, which not only go to show how 
far ahead, as was so often the case, was Hunter of his 
time, but how well appreciated many years ago was this 
emotional or psychological aspect of gastric function. 
One has only to ponder on the oft-used phrases in 
connexion with something unpleasant or fearful—* I 
couldn’t stomach it,” “My stomach turned over,” “I 
have no stomach for it °—to realize that there is more 
to the stomach than the mere holding and partial digest- 
ing of food. The gap between cortical cells with their 
multitudinous connexions and the processes of thought 
still remains to be bridged. The intimate connexions of 
the stomach with the former have been widely studied 
and have become a great deal better known of recent 
years ; what of its ephemeral connexions with the latter ? 
Does thought initiate nervous impulses, or vice versa, and 
if we remove a stomach are we perhaps achieving some- 
thing more than a mere material ablation? I have 
little fear that these fantastic ideas will curb the per- 
fervid gastrectomist from performing his allotted task, 
and successfully at that ; but perhaps they will underline 
the fact that surgery for ills of the stomach is an 
empirical procedure, a magnificent and worthy castle 
founded on the sands of lack of knowledge of the 
aetiology of those same ills. 

Owing to the rapid development of scientific and 
technical methods during the last fifty years we have 
become the masters of our tools; but we should not 
allow these tools to become masters of ourselves. Even 
as the advent of the antibiotics has at one fell swoop 





*Shortened version of a presidential address to the Hunterian 
Society in 1951. 


removed 90% of the surgery of inflammation, so would 
I suggest will the correct appreciation of gastric patho- 
logy in due course render unnecessary the exquisitely 
performed mutilations of the stomach which figure so 
highly in the lists of almost every operating theatre in 
the world to-day. I am not decrying the obvious benefits 
to be derived from gastrectomy, but a world-wide etfort 
should be made to standardize at least its basic prin- 
ciples, to render it relatively as safe a procedure in the 
hands of the average surgeon (if there is such a person) 
as is appendicectomy. It would be advantageous for us 
all, carpenters and leeches alike, if we appreciated the 
fact that it is but an interim measure until time or 
circumstances shall provide the real answer. 


Thoughts on Peptic Ulceration 


Peptic ulceration is the most prevalent of ills to which 
the modern stomach is liable. This term is itself a mis- 
nomer, and there are considerable differences in the 
clinical and pathological behaviour, and presumably 
therefore in the aetiology, of gastric and duodenal ulcers. 
Nevertheless these, separately or combined, form useful 
lenses through which to peer into the intricacies of 
stomach function, both normal and abnormal. Donald- 
son Craig in a thoughtful article some three years ago 
described peptic ulceration as “the product of dis- 
harmony between constitutional and environmental 
factors.” About the same time Rossier paralleled this 
in calling peptic ulceration “the local manifestation of 
a systemic disease resulting from the reactions of a 
patient to an environment that is physiologically or 
emotionally disturbing.” Both these definitions would 
seem to stress that in this disease it is the patient him- 
self and not his stomach that is primarily at fault. 
This undoubtedly fits in with the belief that most of us 
probably have—that there is a certain type of patient 
more prone to peptic ulceration than his fellows ; but if 
we were asked to define this type more closely could we 
very easily or very adequately do so? It has been esti- 
mated that 10% of the whole population of the United 
States have at some time in their lives peptic ulcers or 
the symptomatology thereof, and this country and the 
European countries (especially perhaps Scandinavia) are 
rapidly emulating that figure. On the other hand, it is 
a rare condition in the black races and in Asiatics. Even 
in those countries where the disease is prevalent there 
are marked seasonal variations, and a man normally 
resident in temperate climes—i.e., ulcer-prone countries 
—by transferring his habitat to tropical regions thereby 
very considerably reduces the chance of his developing 
an ulcer. 

47716 














108 Jury 19, 1952 


A GASTRIC GOSSIP 





Economic conditions as such would seem to have little 
to do with the development of peptic ulceration. The sug- 
gestion that peptic ulcers are the prerogative of the well- 
to-do is a myth long since exploded. There have never 
been less well-to-do patients in this country than to-day 
—nor more ulcers. But there is no doubt that ulcer- 
ation favours a certain age group, and economically it is 


- ef vast importance that that age group should be the 


wage-earning, producing one. If at least 5% of the 
whole population of this country (a figure produced as 
long ago as the middle of last century and confirmed in 
the last few years) have peptic ulceration, and these 
numbers are concentrated in an age range not much 
more than a third of the average lifetime, it is obvious 
that the disease offers an economic problem of the first 
magnitude. 

There is no sex immunity, but the variations in sex 
incidence over the last hundred years offer much of 
interest, as in fact do the relative frequencies of gastric 
and duodenal ulcers. These tendencies were well 
brought out by Craig, who showed that, while gastric 
ulcers were in the last century far more common in 
young women, they have now, although not increasing 
numerically to any appreciable extent, entirely changed 
their age group and to a large extent their sex predilec- 
tion. Duodenal ulcer, on the other hand, has, as he 
puts it, retained its original pattern but increased 
enormously in frequency. It is on this basis that he 
queries the common aetiology of peptic ulceration—a 
doubt which incidentally was strongly entertained by 
that early master of gastric surgery, Berkeley Moynihan. 


A Digression into History 


Perhaps one may here digress for a few moments into the 
history of peptic ulceration, and it is relevant to our subject 
that it is really a very brief history, certainly not more, 
to any purpose, than a hundred years old. Admittedly 
Celsus in a.D. 30 made passing mention of a gastric ulcer, 
but no real notice appears to have been taken of the sub- 
ject until the middle of last century. The description of 
a gastric ulcer as distinct from an ulcerating gastric carci- 
noma was made in 1793 by Matthew Baillie, the nephew 
of John Hunter. His interest in the matter was obviously 
not short-lived, as in 1799 he produced a careful drawing 
of a perforated gastric ulcer made from a specimen in “ the 
museum of Mr. Hunter.” Duodenal ulcer was first described 
somewhat earlier—in 1746—by Hamburger, but was even 
later in receiving any serious recognition as an entity. 

Similarly with the history of gastric surgery. A 
gastrectomy was first performed about 70 years ago, for 
carcinoma, by Péan. The patient lived for four days, but 
then perished of what is described as “inanition.” When 
one realizes that this episode was back in pre-antiseptic 
and almost pre-anaesthetic days, a metaphorical hat should 
surely still be raised to the courage and ability of that 
almost unknown surgeon. His lead was duly followed, but 
gastrectomy remained the operation for gastric carcinoma 
only, long after peptic ulcer had come upon the scene. The 
risks and high mortality of the operation led to the develop- 
ment of countless alternative procedures, culminating in the 
almost universal popularity of gastro-enterostomy in the 
‘teens and ‘twenties of this century. It may be fairly 
stated that gastrectomy for peptic ulceration has a history 
of less than 20 years, and in these hectic days it may be 
salutary to remember that in November, 1944, the Surgical 
Section of the Royal Society of Medicine decided that, with 
certain exceptions, gastro-jejunostomy was still the surgical 
treatment of choice for duodenal ulcer. But it is now surely 
no exaggeration to say that hundreds of gastrectomies are 
performed every day. This rapid burgeoning both of prac- 
tice and of theory is surely awe-inspiring in its development. 


The “ Ulcer Prone” 


Evidence shows that, at all events to some extent, a certain 
type of subject may be born with familial or hereditary 
trends towards joining the “ulcer prone.” It has been 
truly said that we are not only what we are to-day, we 
are also all that has preceded us. But the final admission 
to the no longer exclusive society of the ulcerated depends 
essentially on his reactions to a hectic environment. Can 
he physically and mentally stand up to the strain? Can 
he cope with his environment ? Can he adjust the tempo 
of his own life to such an extent that he maintains the speed 
around him but of his own volition, feeling neither pulled 
nor pushed? If so, “you are a man, my son”; if not, 
your lack of integration may well be expressed by the 
development of a peptic ulcer. 

I have so far avoided the rather controversial term 
“ psychosomatic,” but surely of 21 the diseases that might 
fairly be put under that heading peptic ulceration is an 
example par excellence. Our psychjatric friends—whose 
interest, definite though it is, has, perhaps for lack of 
opportunity, been a little dilatory—will tell us that the 
genuine neurotic or psychotic rarely develops an ulcer. 
On the other hand, they would probably agree that ulcer 
patients are as a whole “ obsessional.” They tend to be 
hypochondriacs ; anxiety is their mentor and _ irritability 
their milieu. Perhaps it would be kinder just to say they 
have an unstable autonomic nervous system and hence 
react more intensely to their environment and to changes 
in it. 

All this has done little to clarify the type of person who 
is ulcer prone, but it has underlined my own firm belief 
that peptic ulceration illustrates to the full the oft-forgotten 
necessity of treating the patient in conjunction with his 
disease. The bridge between what might be called human 
medicine and scientific medicine is in dire need of repair. 

I have already shown some of the many groups who 
are directly or indirectly interested in our gastric problems, 
and would add to these the Service chiefs—both medical 
and otherwise. Napoleon gets the credit of having said 
that an army marches on its stomach. Perhaps it is the 
fact that a modern army does so little marching that accounts 
for the high percentage of stomach breakdowns. In 
Napoleon’s wars dyspeptic troubles find no mention; in 
the 1914-18 war they were of relatively minor significance ; 
but in this last war the loss of effective man-power due to 
peptic ulceration caused grave concern. It was responsible 
for as many discharges from the armed Forces as those due 
to actual wounds. It was surpassed in numbers only by 
the psychiatric casualties. If we lump these two together 
we reach the conclusion that in modern war wastage from 
the armed Forces is twice as likely to be due to the stomach 
and its central nervous connexions as to actual missiles 
of one sort and another. Here again one finds the concept 
of periods of éxceptional stress and strain being reflected 
in a marked increase in frequency of peptic ulceration, and 
it would seem sound policy for the future to try in any 
army intake to sort the sheep from the goats, perhaps by 
means of a psychiatric sieve, and hence ensure, so far as is 
possible, that the ulcer-prone are employed to the limits of 
their limited capabilities in such an environment as will not 
lead to their complete breakdown and wastage. 

I should be leaving a very large gap in the composite 
picture if I did not draw attention to the general practi- 
tioner’s part in dealing with this dire disease. From his 
intimate knowledge of the individual patient, his mode of 
life and his economic condition, his domestic set-up and 
his family background, the doctor is in a unique position. 
He can probably differentiate between the dyspepsias and 
the ulcer diathesis. He can, from local knowledge and by 
the institution of a reasonable regime, by judicious sympto- 
matic treatment and by equally judicious use of his own 
personality, perhaps ward off the development of a chronic 
peptic ulcer. He can advise both the patient of the real 
need for further investigation and the specialist to whom 
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he sends him of the type of patient sent—which may have 
a direct bearing on future treatment. And he can, after 
this treatment has been provided, medical or surgical, do 
much by a well-judged mixture of good medicine and good 
cheer to ensure that that treatment achieves ultimate success. 


Contribution of Physiology 


The anatomist and the physiologist have together and 
separately done much work on the stomach, work that has 
had far-reaching results in therapy. To take but one or 
two examples. The discovery of and research into the mode 
of action of -gastrin—the internal secretion of the pyloric 
antrum responsible for the secondary gastric digestion— 
have underlined the necessity of removing this part of the 
stomach, or at least°its lining mucosa, if surgery jis to pro- 
duce the required results. Recently it has also been found 
that gastrin is produced in the proximal part of the 
duodenum—a characteristic of man known so far to be 
shared only with the pig. I well remember the contro- 
versy started a few years ago by Professor C. A. Pannett 
concerning partial duodenectomy as a corollary of 
gastrectomy. His was then a voice crying in the wilder- 
ness, but now his thesis has been fully substantiated (by 
the work on gastrin if by nothing else) and the fatuity of 
pre-pyloric resection is generally accepted. Again, it has 
been interesting to watch the decrease in popularity of 
hyperacidity as an aetiological factor in peptic ulceration. 
Evidence now suggests that variations in pepsin production 
are likely to be of far more importance, if only local 
importance, than those of hydrochloric acid. 

Let us consider for a moment the so-called “ physio- 
logical gastrectomies”—attempts to reduce the hyper- 
activity of the stomach by partial ablation of either its 
blood vessels or its nerve supply. The former has never 
achieved either popularity or success for reasons obvious 
to anyone who has either done or seen a gastrectomy. The 
ability of the stomach to bleed after every one of its vessels 
has been carefully severed from the pylorus or beyond, to 
an inch or two of the oesophagus on either curvature, has 
only to be seen to be appreciated. But what of nerve 
section ? This, through the medium of vagotomy (by no 
means, as it happens, a new operation), has of recent years 
sprung into the limelight. I do not want to discuss the pros 
and cons of this procedure, but it points a moral or two. 
With its increased facilities and its greater safety, surgery 
has been reaching out into physiological fields as against 
the mechanical ones of trauma, obstructions to various 
systems, the removal of foreign bodies, the limitless and 
generally depressing one of neoplasms, etc. The surgery 
of the sympathetic nervous system and, more lately, rapid 
advances in vascular surgery afford examples of this physio- 
logical trend. Whither is it leading us? Many of the 
results have been beneficial, but a careful study of the 
long-term results in, for instance, the surgery of the sympa- 
thetic nervous system should prove salutary. Only time 
and long experience can really prove the intrinsic value 
of many such procedures. I would not decry initiative or 
Suggest that experiments should not be made, but we surely 
must proceed with discretion and with care. It was encour- 
aging to see the conservative attitude with which we in this 
country received the recent (and admittedly temporary) wild 
enthusiasm for vagotomy elsewhere. It has, no doubt, a 
place in our methods for dealing with peptic ulceration, 
but its indications are limited, and imperfect results and 
difficulties in technique tend to equal its advantages.. So 
far there is little evidence that vagotomy can replace 
another physiological operation—gastrectomy. To effect the 
desired result vagotomy must be complete. The anatomists 
have shown the difficulties of achieving this whether the 
approach be thoracic or abdominal. If it is complete it is 
accompanied by entire loss of gastric mobility, often necessi- 
tating a secondary gastro-jejunostomy. It has little, though 
for the comfort of the vagotomist there is now thought to 
be some, effect on the secretion of gastrin. 






Roles of Physician and Surgeon 


And so we come to the important roles of the physician 
and the surgeon in dealing with the ills of our stomach. 
They can, and do, expect help from many other workers, 
but it is to one or the other, or to both, that the vast 
majority of ulcer cases come for treatment. It is a happy 
sign of the times that the close co-operation between the 
two has in recent years grown through mutual interest, 
understanding, and trust. 

I was brought up, and suspect that most of to-day’s medical 
students are also, on the dictum that the surgical treatment 
of peptic ulceration came into action only when medical 
treatment had failed to produce results or when dire 
complications had intervened. But this attitude is in 
serious need of revision. 

Just as the prevalent gastric ulcers in young women of 
50 years ago have apparently disappeared, so may in time 
the more than prevalent duodenal ulcers in the young men 
of to-day. Perhaps the day is very near wheng some 
cortisone-like substance will answer all the questions. But 
in the meantime what does medical treatment imply ? 
Whatever the regime, it must be thorough, prolonged, 
systematic, supervised, and subject to discipline if it is 
to succeed. The first essential is rest—the avoidance of 
mental strain and physical fatigue. There must be absti- 
nence from many of the few remaining pleasures of our 
humdrum lives in the shape of good food, good wine, and 
nicotine. And the medical regime usually entails the 
ingestion of drugs and medicines—the antacids, the anti- 
spasmodics, and vitamins. 

Is there any wonder, then, that given time 85% of patients 
so treated will relapse ? Not, surely,- because the methods 
are not good, but simply because they are not practical 
politics. There are not enough hospital beds, not enough 
medical attendants or auxiliaries, not enough money, not 
enough time to cope medically and adequately with the 
problem as it is to-day. 

This would, so far, seem high-power surgical propaganda ; 
but let us apply the acid test to ourselves. Would we, with 
our specialized knowledge, not say this to ourselves? : “I 
have an ulcer. I really cannot afford either the time or the 
money to indulge in long-term medical treatment, in which 
I know the chances of success are small. I will forthwith 
have an operation—probably a major one.” 

While by no means advocating that surgery should be 
the primary treatment of ulcer, I do suggest that present- 
day conditions weight the balance in that direction. This 
naturally presumes (a)-that surgery is both relatively and 
reasonably safe, and (b) that it will produce the required 
results—on which I shall have more to say. If these two 
postulates can be satisfied, then we should press for the 
drastic curtailment of that so often long-drawn-out period 
of medical treatment which to-day it is almost impossible 
to institute properly and during which the patient is trans- 
formed from a relatively hopeful dyspeptic to an equally 
hopeless wreck, a burden to himself and those round 
him and economic wastage. And it is fair to point out 
his ulcer is itself being transformed surgically from a 
straightforward technical exercise to what can be almost 
a herculean feat. 

This swing towards surgical therapy has accelerated during 
the last 10 or 15 years, and my own opinion is that it has 
received more support from physicians than from surgeons. 
This is undoubtedly so in the case of the gastric ulcer—the 
more dangerous and fatal of the two. This tendency is 
independent of the much-debated possibility of meta- 
morphosis from gastric ulcer to gastric carcinoma. In 
respect of the gastric ulcer there is a consensus that if 
it is seen de novo it should be given an initial chance (of 
months rather than, as previously, of years) of responding 
quickly and adequately to the best a medical regime can 
offer. If this trial fails, completely or in part, surgery 
should be advocated, and this should apply forthwith to to 
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the ulcer seen for the first time with a long recurrent history 
particularly if its position in the stomach is then on the 
more distal lesser curvature. 


The Duodenal Ulcer 


But what of the duodenal ulcer ?—variously estimated as 
three times more common than gastric ulcer in London, 
five times more common in the country as a whole, seven 
times more common in the Army, and ten times more 
common in America. There is here, if anything, a slight 
swing of the therapy pendulum to the medical side, and 
this from a logical point of view I find hard to understand. 
Admitted that it is not such a fatal disease, that the bogy 
of carcinoma is absent, and that probably, at all events in 
the earlier stages, the periods of natural remission of symp- 
toms are longer—even so, most duodenal ulcers eventually 
follow a similar pathological course to that of gastric ulcers, 
including one feature not common to gastric ulcer—obstruc- 
tion. A young patient with duodenal ulcer, with a relatively 
short history and mild symptoms, particularly if his ulcer 
is uncomplicated and he himself a neurotic, is going to call 
for medical measures. But I can see no reason for varying 
the course previously mentioned for gastric ulcer should the 
response not be both definite and rapid. To let a duodenal 
ulcer, simply because ‘it is unlikely to be fatal, become 
intractable and complicated is to let it be intolerable to the 
patient and a reflection on his medical attendants. When 
surgery becomes a necessity in such a case the technical and 
mechanical difficulties are often far greater than those of 
the largest gastric ulcer. It is a question, as so often is 
the case in medicine, of being forewarned and fore- 
armed. 

Having mentioned obstruction as an ultimate outcome of 
duodenal ulceration, I might briefly consider, and perhaps 
slightly lament the passing of, the operation of gastro- 
jejunostomy. Twenty years ago it was the accepted surgi- 
cal treatment of peptic ulceration. Many thousands of 
patients have obtained permanent relief from it. But many 
series of figures in other countries have shown that on this 
scale it will have a 25% failure rate—obviously too high 
to balance its slightly (now only very slightly) lower mor- 
tality rate than procedures which have succeeded it. It 
looked as though vagotomy might give it renewed popu- 
larity. But there is still a small group of patients with 
duodenal ulcer who, if carefully selected, will benefit as 
much from  gastro-jejunostomy as they would from 
gastrectomy. 


Assessment of Surgery 

And now, what of the results of surgery? The mor- 
tality from gastrectomy should now be less than 2%. For 
this we have to thank the advances in anaesthesia in the last 
10 years, the greater appreciation of the need for adequate 
pre- and post-operative treatment (particularly in respect of 
hydration and blood chemistry), and. the wider application 
of the antibiotics and sulphonamides. It may be asked 
whether 2% is still not too big a risk. As the overall 
morbidity rate of peptic ulceration is very little less, and 
would appear to be rising, I should say it is not. If, as 
I have advocated, (a) an effort is made to bring ulcers earlier 
in their course to surgery, and (b) so far as is possible a 
standardized and simplified operation is evolved, then the 
operation should become still safer. 

The question of the assessment of results is a very diffi- 
cult one. Any firm and scientific basis is almost impossible 
to find. Both physical and psychological factors have to 
be evaluated and integrated. One of the most satisfactory 
results of a good gastrectomy is not so much the actual 
disappearance of pain as the mental reaction of the whole 
patient’s make-up to this absence. 

And so to be successful we must get rid not only of the 
patient’s ulcer but also of his fear of the ulcer. Failure 
in either of these two respects accounts for the two great 
groups of post-gastrectomy complications—the recurrent 
ulcer, and that series of mechanical, nutritional, and meta- 





bolic disturbances nowadays included under the term “ the 
dumping syndrome.” In assessing results, therefore, we 
must discover not only that a patient has lost his pain but 
that his weight is improving, that he is not anaemic, that 
he can take a reasonable-sized meal at reasonable intervals 
and enjoy it, that he has no untoward and unpleasant post- 
prandial symptoms, and that he is in himself happy and 
contented. This admittedly is a very empirical basis for 
assessment of success, or lack of it. I hope I am not being 
unduly optimistic in suggesting that 95% of patients who 
have a gastrectomy are satisfied—very roughly, 75% com- 
pletely so, and 20% sufficiently so (despite some minor 
residual symptoms) to be glad they had had the operation. 
It is the remaining 5%, of course, who should really interest 
us as surgeons—as doctors. Why is every one in twenty a 
failure? There are probably three main causes for this: 
one due to the surgeon, faulty technique ; one to the patient, 
that peculiarly labile psychological make-up common in the 
ulcer patient ; and one due to neither, intercurrent disease. 

Whether these defects, except for the first, can be corrected 
lies in the future ; and by then we may have ceased carrying 
out a major operation, however safe and however successful, 
for a condition the aetiology of which is still wrapped in 
mystery. 
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THE VARIABILITY OF ENDOCRINE 
DYSFUNCTION IN POST-PARTUM 
HYPOPITUITARISM 


BY 


M. H. OELBAUM, M.D., B.Sc., M.R.C.P. 
Consultant Physician, Crumpsall Hospital, Manchester 
(Formerly Senior Medical Registrar, Manchester Royal 

Infirmary) 


It is largely due to the work of Sheehan (1937, 1939, 
1940) that the clinical picture of post-partum hypo- 
pituitarism (Simmonds’s disease) is becoming more 
widely recognized. Six such cases have been investi- 
gated over a period of six months, and an attempt has 
been made to determine the value of certain investi- 
gatory procedures which have been introduced in recent 
years. Cook et al. (1951) have described seven severe 
cases of post-partum hypopituitarism seen during the 
15-year period 1935 to 1950. Six of these had been 
diagnosed during the last two years. As they point out, 
this indicates an increased awareness of the condition 
rather than a greater incidence, since the liability to 
post-partum pituitary necrosis should have fallen with 
better ante-partum and natal care. 

In 1942°Escamilla and Lisser laid down “four 
cardinal characteristics” before they would accept the 
diagnosis of Simmonds’s disease. These were (1) loss 
of weight, (2) loss of sexual function, (3) asthenia, and 
(4) a basal metabolic rate below —20%. However, 
Sheehan (1948) has shown that loss of weight is un- 
usual in hypopituitarism, and when present may be due 
to some complicating factor. By definition, Escamilla 
and Lisser (1942) were restricting their material without 
knowing what the real clinical picture should be, for it 
is only on a pathological basis that this can be decided. 

The one essential criterion for the diagnosis of hypo- 
pituitarism is evidence of destruction of the anterior 
pituitary (Simmonds, 1914; Sheehan, 1948). In the 
case of post-partum hypopituitarism one must have 
a definite history of haemorrhage and collapse at the 
time of delivery followed by failure of lactation and 
amenorrhoea. Further syrhptoms develop which have 
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been adequately described elsewhere (Sheehan and 
Summers, 1949) and are further illustrated by the 
following case reports. 


Case 1 


A woman aged 59 complained of asthenia, pallor, intoler- 
ance to cold, and occasional oedema of the ankles after a 
difficult labour 24 years previously. At that time she was 
delivered of a stillborn baby weighing 16 Ib. (7.3 kg.). This 
resulted in post-partum haemorrhage followed by complete 
amenorrhoea. Since then there had been a gradual loss of 
4 st. (25.4 kg.) in weight. During the past six years the 
knees had become painfully contracted. 

On examination she was seen to be obese, cerebratidt 
was slow, and many blankets were required to keep her 
warm. The skin was very pale, smooth, and glistening. 
The eyebrows were thinned, especially the outer portions, 
and axillary and pubic hair was completely absent. The 
knees showed gross signs of osteoarthritis, with ankylosis 
in a position of 90 degrees flexion. In addition there was 
a severe delusional psychotic state. Five days after having 
been seen in the out-patient department she was admitted 
urgently because of severe abdominal pain, vomiting, and 
diarrhoea. The pain was chiefly localized to the left iliac 
fossa, and had been present for two days. The blood pres- 
sure was reduced to 90/60 mm. Hg. In spite of increasing 
abdominal tenderness, rigidity, and distension there was no 
pyrexia or leucocytosis. Operation revealed a ruptured 
appendix with peritonitis. Careful pre- and post-operative 
treatment with glucose-saline, adrenal cortical extract 
(“eucortone ”), and streptomycin enabled the patient to 
make an uneventful recovery. There has been a great 
clinical improvement as a result of treatment with methyl 
testosterone, sodium chloride, and small doses of thyroid. 


Case 2 


A woman aged 47 attended the out-patient department 
because of the recent onset of left-sided pleural pain. There 
were no clinical signs of pulmonary disease; x-ray exami- 
nation of the chest was negative, and the pain soon dis- 
appeared. She also complained of mild asthenia, intoler- 
ance to cold, pallor, anorexia, “ bilious attacks,” and occa- 
sional ankle oedema. These symptoms had developed after 
a difficult labour 16 years previously in which there occurred 
retention of the placenta, post-partum haemorrhage, and 
collapse. She had been unable to suckle the baby, and 
complete amenorrhoea followed this pregnancy. She had 
not experienced. hot flushes, and there had been no loss 
of weight. 

On examination she was quite bright and co-operative. 
The skin was smooth, yellowish, and pale. The areolae 
were depigmented. There was no loss of the eyebrows, 
buf the axillary hair was absent. Some pubic hair was still 
present. Treatment with methyl testosterone has caused 
a gain in weight of 1 st. (6.4 kg.) in six weeks. Her appetite 
has improved. she has more energy, and no longer complains 
of the cold. 

Case 3 


A woman aged 30 had had recurrent attacks of headache 
during the past nine years.. These were occasionally associ- 
ated with fortification spectra, paraesthesiae, and vomiting. 
During this period there had been some diminution of 
energy and increased sensitivity to cold but no loss of 
weight. These symptoms, along with amenorrhoea, fol- 
lowed a post-partum haemorrhage due to retained 
placenta. She had been unable to suckle her child, and 
had noticed a gradual loss of axillary hair and eyebrows. 
The pubic hair had failed to grow after having been shaved. 
It is of interest that six years after the post-partum haemor- 
thage the patient was operated on for acute appendicitis, 
and the operation notes stated that the uterus was infantile 
in: size. 

On examination she was bright and intelligent. The skin 
was pale and smooth. Erythema ab igne was present. The 


eyebrows were thinned, and there was no axillary and very 
little pubic hair. The breasts were atrophic, and the areolae 
were very pale in spite of the dark scalp hair. 

_ Case 4 

A woman aged 47 was admitted urgently because of 
vomiting, dizziness, and lumbar backache of 24 hours’ 
duration. Three weeks previously an “ influenzal illness ” 
had caused an exacerbation of her asthenia and coldness. 
She stated that following a difficult labour 13 years ago she 
had never been her normal self. The chief complaints were 
asthenia, amenorrhoea, and undue sensitivity to cold; and 
aching pains in the knees had recently developed. There 
had been no loss of weight or hot flushes. 

On examination the temperature was 101.4° F. (38.6° C.), 
and she was drowsy and lethargic. The skin was dry and 
smooth. The eyebrows were scanty, and there was almost 
no axillary or pubic hair. The blood pressure was 
90/55 mm. Hg. There was slight ankle oedema, and the 
knees were held in a position of flexion. The blood 
chemistry was not investigated as an urgency, and the 
patient recovered when given glucose-saline drinks. 


Case 5 


A woman aged 59 was admitted complaining of severe 
asthenia, intolerance to cold, and painfully contracted knees. 
Eighteen years previously she had had a difficult labour 
followed by puerperal fever and amenorrhoea. Since that 
time she had been subject to attacks of vomiting, delirium, 
pyrexia, hypotension, and coma. These attacks seemed to 
be precipitated by mild infection, and lasted for two or 
three days. During the past seven years they had necessi- 
tated her admission to one hospital on no fewer than seven 
occasions. Unfortunately, during these attacks blood 
analysis was not done. There had been no loss of weight. 
The affection of the knees was of only six months’ duration. 

On examination there was pronounced apathy and depres- 
sion. Questions were answered slowly in monosyllables. 
She appeared extremely pale and her skin was smooth, 
shining, and yellowish. The eyebrows were scanty, and the 
axillary and pubic hair was almost completely absent. The 
knees were painful, somewhat swollen, and ankylosed in a 
position of flexion. There was depigmentation of the 
areolae. During her stay in hospital she developed an 
attack in which the blood pressure dropped from 180/110 
to 95/75 mm. Hg, the temperature rose to 102° F. (38.9° C.), 
and coma supervened. The blood sugar was 60 mg. per 
100 ml., the serum sodium 270 mg. per 100 ml., and the 
plasma ‘chloride 390 mg. per 100 ml. The urine contained 
4 g. of chloride per litre. She soon recovered when given 
intravenous glucose-saline, eucortone, and deoxycortone 
acetate. A week later she had a further attack, in which 
she was restless, screaming, and irrational. The blood sugar 
was now found to be 15 mg. per 100 ml. There was a 
prompt response to intravenous glucose. During the next 
three weeks she was in and out of hypoglycaemia in spite 
of the administration of intravenous glucose-saline and 
eucortone. 


Case 6 


A woman aged 32 was admitted urgently in a stuporous 
state. Two weeks previously she had had a similar attack 
of confusion and drowsiness, from which she recovered 
spontaneously. She had been quite well until three months 
previously, when she had had a severe post-partum haemor- 
rhage with retention of the placenta. She was very severely 
shocked and required blood and plasma transfusion. The 
haemoglobin dropped to 5.5 g. per 100 ml. and the blood 
pressure was 70/35 mm. Hg. There was a failure of lacta- 
tion followed by amenorrhoea. Marked asthenia, increased 
sensitivity to cold, anorexia, and a loss of 1 st. (6.4 kg.) in 
weight supervened. 

On admission she was pale, drowsy, and irritable. Her 
skin was dry and rather smooth. The eyebrows were scanty 
and there was almost no axillary or pubic hair. The areolae 
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were still pigmented, and erythema ab igme was present. 
The blood sugar was only 41 mg. per 100 ml. She responded 
rapidly to glucose-saline and eucortone. During the next 
10 days the blood sugar varied between 24 and 76 mg. 
per 100 ml. 


Variation in Severity of Clinical Picture 


A summary of the biochemical findings in the six cases is 
shown in Table I. The symptoms and signs are explicable 
by damage to the anterior pituitary followed by secondary 
failure of the thyroid, adrenal cortex, and ovary. It is impor- 
tant, however, to recognize that there may be a selective 
defect. one gland being affected more than another, and 
thus we have the introduction of such terms as “ pituitary 
myxoedema ” (Means ef al., 1940; Lerman and Stebbins, 
1942) and “ pituitary Addison’s disease” (Lang, 1946). 


Taste I.—Laboratory Data on Six Patients with Simmonds’s 
Disease 





Case Case | Case | Case | Case ar 























1 2 3 4 5 
Haemoglobin (g./100 ml.) 10-7 10-1 14-2 110 | 11:0 | 9-0 
Basal metabolic ote ius —65 +1 +15 | —15| —10 | —20 
Blood Speed 
one mil.) 200 280 290 192 125 186 
oe (mg./100 
os ( 1 336 334 320 310 314 317 
Serum poiasiun mg. 
100 » ee od 19-2 20-6 31-6 16-0 | 24-0 | 20-0 
Kepler test éa .. | Positive | Nega-| Posi- Posi-| — | Posi- 
tive tive tive tive 
Kepler factor .. ie 10 35 10 — 
Racuin Cotesanas test (120-| Hypogly- | Nor- | Border-| — — — 
iy ay he caemia mal line 
isthetaa | dame seg 
su veness 
~ 82 95 89 
17-ketosteroids (mg./24 
‘ 42 7-0 3-4 1-7 1-9 49 
onadotrophins mouse 
Cooter hrs.) . <5 <3 27 <3 | <3 19 





Certain clinical features are common to all cases— 
asthenia, intolerance to cold, diminution of libido, and 
amenorrhoea. The skin, which is smooth and glistening, 
has a peculiar waxy pallor out of all proportion to the 
degree of anaemia. The eyebrows are usually thinned and 
the axillary and pubic hair is absent or nearly so. The 
areolae are usually depigmented and the external genitalia 
atrophic. Gallavan and Steegmann (1937) comment on the 
frequency of arthritis of the knees in these patients. 

There was a marked variation in the severity of the 
clinical picture in the six cases. Two of these (Cases 
2 and 3) were exceptionally mild and first presented with 
symptoms (pleural pain and headache respectively) 


. presumably unrelated to the hypopituitarism. The degree 


of asthenia was slight in these two cases, and both patients 
were able to do their own housework, and, in addition, 
Case 3 was capable of working in a light occupation. In 
two of the others (Cases 1 and 5) the condition was very 
severe and both were bedridden, the first patient for six 
years and the second for six months. Marked arthntis of 
the knees was present in both of them, and it was also 
present, but to a less degree, in Case 4. This last patient 
came with backache, vomiting, pyrexia, and hypotension, 
probably due to an adrenal crisis. Case 5 had many attacks 
of a similar nature, and marked lowering of the serum 
sodium and plasma chloride was found. In addition she 
had a prolonged spontaneous hypoglycaemic attack. Case 6 
also presented with hypoglycaemia. 

The severity of the clinical picture does not appear to be 
entirely related to the duration of the disease process. Thus 
the hypopituitarism in Case 6 was quite severe in spite of 
the fact that the condition had been present for only thfee 
months. The amount of haemorrhage and degree of collapse 
at the time of delivery are probably of supreme importance. 
It is, however, difficult to obtain an accurate retrospective 
assessment of the severity of blood loss and degree of shock. 


Discussion of Investigatory Procedures 


On investigation a normochromic anaemia is the usual 
finding, often associated with lymphocytosis and sometimes 
with eosinophilia. The leucocyte changes are presumably 
related to the diminution of 11-oxycorticosteroids secreted 
by the adrenal cortex. 

The basal metabolic rate is usually much reduced—in 
fact, Escamilla and Lisser (1942) described this as one of 
their “ cardinal characteristics.” In the present investigation 
the two mildest cases (Nos. 2 and 3) had normal values even 
after repeat estimations had been performed. In this con- 
nexion it is interesting to note that in discussing the diag- 
nosis of myxoedema Asher (1949) states: “I have found 
the basal metabolic rate of little help.” Recently I have 
seen two cases of myxoedema due to Hashimoto's disease, 
both of which had elevated basal metabolic rates in spite of 
the fact that there was little or no radioactive iodine uptake 
by the thyroid after a tracer dose. The blood cholesterol 
in hypopituitarism is either normal or slightly elevated 
and does not reach the high values found in primary myx- 
oedema. 

The serum sodium and potassium usually show little 
change except when an adrenal crisis develops, in which 
case the former is reduced and the latter may be raised. 
It was certainly surprising to find a marked elevation of 
the serum potassium in Case 3. This was found on several 
occasions, and the urinary potassium excretion was only 
0.6 g. in 24 hours. There were no electrocardiographic 
changes attributable to the hyperpotassaemia. 

The Kepler test (Robinson ef al., 1941) has been of great 
value in assessing adrenocortical insufficiency—primary or 
secondary. Levy ef al. (1946) have found positive values 
in 11 cases of pituitary insufficiency, and in each patient 
the Kepler factor was less than 30. Simpson (1948) obtained 
similar results in four patients. In the present series five 
cases were investigated, with positive results (failure of 
water diuresis) in four. In one of the mildest cases (Case 2) 
the test was negative, and in Case 3 the factor was over 30. 
In Case 6 the delay in water diuresis was so pronounced 
that calculation of the factor was impracticable. 

The insulin-tolerance test (Fraser and Smith, 1941) was 
carried out on three of the patients, full dosage of insulin 
(04. unit per kg. body weight) being used; the results are 
shown in the Chart. 
The test was not carried 
out if the fasting blood 
sugar was below 70 mg. 
per 100 ml. Case 2 
failed to show the usual 
“hypoglycaemia un- 
responsiveness,” and 
Case 3 gave a border- 
line result. Fraser and 
Smith (1941) in investi- 
gating 10 cases of ° p - —" 
pituitary insufficiency s = 
found hypoglycaemia 
unresponsiveness in 
each patient. The 120- 
minute blood sugar 
varied between 47% 
and 80% of the fasting level, with a mean of 63%. More 
recently Forbes et al. (1950) failed to demonstrate hypo- 
glycaemia unresponsiveness in two patients with hypo- 
pituitarism. This test was also negative in a male case 
verified at mecropsy (Paschkis and Cantarow, 1951). Danger- 
ous hypoglycaemia may result from intravenous insulin in 
these patients (Hausmann ef al., 1951), but there seems to 
be little doubt that mild cases of hypopituitarism will not 
show the expected hypoglycaemia unresponsiveness. 

It has been repeatedly emphasized that the excretion of 

17-ketosteroids in hypopituitarism is extremely low. In fact, 
Fraser et al. (1941) found zero readings in 13 out of 15 
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patients, and the other two averaged only 1.4 mg. and 1.8 
mg. a day. The values obtained in the present series, 
although low, are much higher than those found by other 
workers. -This may be due to the method used, but is more 
likely the result of investigating mild cases. O’Donovan 
(1948) also comes to the conclusion that this test is not 
very helpful in mild or borderline cases, in which the adrenal 
secretion may not be significantly reduced. Simpson (1948) 
records one undoubted case of hypopituitarism with an 
excretion of 12 mg. a day. Tucker et al. (1950) suggest that 
the determination of 17-ketosteroid excretion, and also the 
insulin-tolerance test, although extremely useful, may not 
disclose instances of partial anterior pituitary failure. 

One expects the gonadotrophin excretion, as a direct 
indication of the activity of the anterior pituitary, to be 
extremely low in these patients. Klinefelter et al. (1943) 
found the excretion to be below 3 mouse units a day in 
seven out of nine patients. All 14 patients whom they 
investigated had excretion levels below 6.6 mouse units a 
day. Surprisingly enough, two of the present series had 
normal excretion values. Oelbaum and Wainwright (1950) 
have recorded a normal gonadotrophin output in a male 
case of hypopituitarism, verified at necropsy. 






Conclusions 


We can now see that the various laboratory investigations 
give a most interesting combination of results. One of 
the mild cases of hypopituitarism (Case 2) shows only a 
deficiency of gonadotrophin excretion with apparently 
normal thyroid and adrenocortical function. On the other 
hand, the other mild case (Case 3) has a normal gonado- 
trophin output and normal thyroid function, but a slight 
reduction of adrenocortical activity as witnessed by low 
17-ketosteroid excretion, a positive Kepler test (but high 
factor), and borderline insulin tolerance. Case 1 has severe 
thyroid failure and much adrenocortical damage. Cases 
4, 5, and 6 all appear to have severe adrenocortical insuffi- 
ciency and also some degree of hypothyroidism (see Table 
II). It is certainly surprising to find hypertension in Case 
5 when there is such adrenocortical damage. 


TasLe II.—Variation in Degree of Damage to Hormone 
Production 


Case 
Gonadotrophin .. | ++ 
+ 





1 | Case 2 Case 3 | Case 4 | Case 5 | Case 6 


+] +++ 0 +++ i +++ 0 
Thyrotrophin .. | +++ 0 0 ++ am ++ 
Adrenocortico- 
+ 


trophin ne + | + | +++] 444+] ++ 
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0 = no damage. + = mild damage. ++ = moderate damage. +++= 
severe damage. ; 


Paschkis and Cantarow (1951) have noted a similar varia- 
tion in functional damage to the thyroid, adrenal cortex, 
and gonads as a result of pituitary tumours. Moreover, they 
also found a dissociation in the results of the three broad 
spheres of adrenocortical activity even in the same patient. 
Thus in one patient there was a gormal 17-ketosteroid 
excretion in the presence of hypoglycaemia unresponsive- 
ness, in four patients the converse was found, and in two 
patients the salt excretion was abnormal in the presence 
of a normal response to insulin. 

As in all branches of medicine, it becomes obvious that 
biochemical tests can be interpreted only against the back- 
ground of past history, symptoms, and physical examina- 
tion. If one waits until all the biochemical characteristics 
are present, then milder cases of the disorder under ques- 
tion will be missed. I cannot do better than quote 
O’Donovan (1948): “ If we have to achieve a more frequent 
diagnosis of partial pituitary necrosis we must include 


* amenorrhoea and uterine atrophy, dating from a pregnancy, 


even in the absence of all the other clinical and biochemical 
characteristics of Simmonds’s disease. Finally, it appears 
that biochemical and metabolic investigations are not of 
great assistance in diagnosis, as they are positive only in 











the gross manifestations of the syndrome, when the clinical 
diagnosis is already obvious to at least the more initiated 
observer.” 
Summary 

Six cases of hypopituitarism due to post-partum 
necrosis are described. The biochemical findings have 
been analysed, and it has been shown that there may 
be a marked dissociation in the degree of functional 
impairment of the thyroid, adrenal cortex, and gonads.’ 
The diagnosis of hypopituitarism can be made in mild 
cases even when most of the results of investigatory 
procedures are normal. The clinical features are of 
paramount importance in the detection of partial 
anterior pituitary failure. 


My thanks are due to Drs. A. H. Holmes, N. Kletts, and 
R. W. Luxton, and to Professor R. Platt for permission to publish 
cases under their care. Dr. A. M. Hain kindly performed the 
hormone assays by the method described by her elsewhere (1947). 
oe chemistry was performed in the department of clinical 
pathology. 
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Operations for the control of tuberculosis and malaria 
are to begin shortly in Sarawak with the help of the World 
Health Organization. A team of specialists in B.C.G. vacci- 
nation and a malaria adviser have just left Manila, head- 
quarters of the W.H.O. Regional Office for the Western . 
Pacific, to assist the Sarawak authorities. The B.C.G. team 
will stay in Sarawak about nine months to demonstrate the 
most suitable methods of tuberculin-testing and mass B.C.G. 
vaccination and to train local staff to carry on the — 
work. The malaria adviser will remain there for two years, 
directing a pilot project to determine whether D.D.T. 
residual spraying in houses is effective in controlling malaria 
in this territory, where three species of anopheles mosquitoes 
are suspected of transmitting the disease. Tuberculosis is 
said to be the most urgent problem confronting the medical 
department of Sarawak. The B.C.G. team is to carry out a 
survey as well as protective vaccination of about 50,000 
people in major centres of the colony. Equipment and sup- 
plies for the malaria project will be provided by W.H.O. 
under technical assistance, while further material will be 
made available by the Government of Sarawak. The tech- 
nical “personnel of the B.C.G. campaign is provided by 
W.H.O. subject to reimbursement by Unicef; Unicef and 
the Government will also furnish equipment for this work. 
In both the antituberculosis and antimalarial operations 
parallel teams working with the international advisers will 
be provided by Sarawak health authorities. 
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Active amoebiasis is rare in those who have never been 
out of England, although cysts of Entamoeba histolytica 
have been found in the stools of 1.5-4.7% of such people 
(Morton ef al., 1951). The cases which have been 
reported have all occurred sporadically, sometimes with 
a history of close association with a patient returned 
from overseas suffering from acute amoebic dysentery. 
The only large-scale epidemics of amoebic dysentery in 
a temperate climate were those in Chicago in 1933 and 
1934. The first of these (Epidemic Amebic Dysentery, 
1936) was due to the flooding of food stores with sewage 
from two broken sewers and to a cross-connexion be- 
tween a waste-pipe and the water supply: 1,409 cases, 
with 98 deaths, were finally notified. The second 
epidemic followed the Chicago stockyards fire of May, 
1934, during which firemen and civilian spectators drank 
water contaminated with sewage (Hardy and Spector, 
1935). ' 

In the small outbreak described here the facts suggest 
a similar origin from water grossly polluted with 
sewage. 

History of the Outbreak 

The R.A.F. station where the outbreak occurred is a 
permanent brick-built camp with a water supply from an 
Air Ministry bore-hole sunk in 1940 to a depth of 120 feet, 
the last 30 feet of which is through chalk, a notoriously 
treacherous formation, giving the bore-hole the potential 
dangers of a shallow well, In 1943 a sewer was laid, pass- 
ing within 20 feet of the bore-hole, to serve a lavatory in 
the workshops (see Diagram). 
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Diagram of R.A.F. Camp. 


In June, 1950, a routine water sample showed consider- 
able pollution. Chlorination of the supply was started, but 
only in a half-hearted and haphazard manner, as shown by 
the fact that four water samples submitted for analysis 
during September all showed gross pollution. After receipt 
of these reports all water used in kitchens and for drinking 
was boiled. 

In the meantime, from mid-August, cases of acute gastro- 
enteritis began to appear, and by the end of September 141 
people had reported sick out of a total station strength of 
1,042. It was noticed that the incidence was much higher 
in the three barracks A, B, and C than in the rest of the 
camp. A sewer running parallel with these three barracks 
had become blocked by tree roots in August (point E on 
Diagram). It was repaired by the end of the month, but the 
gastro-enteritis persisted. 

On September 11 the sewer running within 20 feet of 
the bore-hole was excavated as a possible source of the 
water contamination. A soakaway taking the rain-water 
from the pump-house roof was found to have been placed 
directly over the sewer, and the water from it had so eroded 
the soil from beneath the sewer bed that the sewer had 
fractured in five places. This broken sewer led into the 
one which had been found blocked in August, and the 
dammed-up sewage could have back-flowed and escaped 
through the broken sections. 

By the end of September the outbreak of acute gastro- 
enteritis was virtually over, but during October a number 
of cases with subacute intestinal symptoms occurred. The 
symptoms were chiefly those of flatulence, vague abdominal 
discomfort or colic, constipation or a tendency to diarrhoea, 
associated in some cases with blood and mucus in the 
stools. The clinical picture was totally different from that 
encountered during the outbreak of gastro-enteritis, and it 
was suggested by the Deputy Principal Medical Officer that 
the symptoms might be due to amoebic infection. 

One patient who had undergone appendicectomy on 
September 14 complained of blood and mucus in his 
stools from the day following operation. He had never 
been overseas. Towards the end of November he was 
referred to the consultant in tropical medicine, and was 
found to be suffering from acute amoebic dysentery. Four 
more airmen who had symptoms suggestive of amoebiasis 
were then also referred for consultant opinion, and all were 
found to have active amoebiasis. 

At the end of November a team consisting of a patho- 
logist and three technicians, all with tropical experience, 
was sent to the R.A.F. station for three weeks. A minimum 
of three stools were examined microscopically from all those 
who handled food and from those who had had some form 
of gastro-intestinal upset during the previous four months ; 
only one specimen was examined from each of the 
remainder. Bacteriological examination was abandoned 
after culture of stools from 100 of the cases of gastro- 
enteritis had failed to show pathogenic organisms. 

Three months later, at the end of February, 1951, the 
same team re-examined all those on the camp, including 
169 who had arrived after the last investigation. These 
169 serve as “controls” in this report because they arrived 
after the source of infection was considered to have been 
eliminated. The rest are referred to as “ contacts.” 


All those found to be passing E. histolytica in their stools 
were referred to the consultant in tropical medicine, and 
only those whose stools were confirmed as positive were 
accepted for this report. On the basis of the consultant's 
clinical examination the cases were classified into two main 
groups: (a) those with active amoebiasis, and (b) symptom- 
less cyst-carriers. The criteria of classification were: 

(a) Active Amoebiasis——Patients who were passing either 
active or cyst forms of E. histolytica and who also had 
clinical symptoms which could be attributable to amoebiasis 
—such as irregularity of bowel action, lower abdominal pain, 
flatulence, lassitude, and in some cases blood and mucus 
in the stools. Those who had active E. histolytica and 
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blood and mucus in their stools, in addition to the other 
features of this group, formed a subgroup of acute amoebic 
dysentery. 

(b) Symptomless Cyst-passers—Those in whose stools 
E. histolytica cysts were found but who had no symptoms 
attributable to amoebiasis; single short-lived attacks of 
diarrhoea were ignored. 

The presence of crateriform pitting on sigmoidoscopy was 


. noted, but was not counted as evidence of active amoebiasis. 


Treatment 


The schedules of treatment used were those described by 
Morton (1949). Those with acute amoebic dysentery were 
treated with Halton course II, except one patient who was 
treated with an experimental amoebicide. In the latter case 
there was healing of ulceration, but E. histolytica persisted 
in the stools until after treatment with Halton course I. 
The rest of the patients with active amoebiasis were treated 
with Halton course I. 

Halton Course. 1.—Sulphaguanidine, 100 g. during the first five 
days, with emetine hydrochloride, 1 gr. (65 mg.) daily, sub- 
cutaneously, given concurrently. Emetine bismuth iodide, 3 gr. 
(0.2 g.) every night by mouth, and “ diodoquin,” 3 tablets three 
times a day, are given for the next six days, and until this is 
completed the patient is confined strictly to bed. Diodoquin, 
3 tablets three times a day, is then given for a further 16 days 
and the patient gradually allowed up. 

Halton Course II.—Sulphaguanidine, 100 g., plus penicillin, 
1,500,000 units, during the first five days; then emetine hydro- 
chloride, 1 gr. (65 mg.) daily, subcutaneously, and diodoquin, 
3 tablets three times a day by mouth, for seven days, followed 
by diodoquin, 3 tablets three times a day for 15 days. Finally, 
emetine bismuth iodide, 3 gr. (0.2 g.) every night, and 24% 
chiniofon retention enemata for 10 days. 

All symptomless cyst-passers were treated with diodo- 
quin, three tablets (3.2 gr—0.2 g.—each) thrice daily for 
three weeks. One of these relapsed and presented as a 
case of acute amoebic dysentery two months later. The 
faeces of all patients were checked one month and three 
months after treatment, three specimens being examined 
on each occasion. There were no relapses up to three 
months except for the two cases mentioned above. 


Results of Investigations 


Analysis of the August and September epidemic of gastro- 
enteritis showed a much higher incidence of infection in 
barracks A, B, and C than in the rest of the camp (see 
Tabie I). 


TasBLe I.—Incidence of Gastro-enteritis 








Group No. in Group % with Symptoms 
Barracks A, B, and C pee 333 23-4 
Rest of camp ee Ke 709 8-9 















The total number of contacts found to have E. histolytica 
in their stools was 43 (4.1%), and 60% of these were revealed 
by a single examination of faeces. All had a large strain 
of E. histolytica (> 10 »), and many had more than one 
size of strain present. Six (3.5%) symptomless E. histolytica 
cyst passers were found in the “controls.” 
_ Of the 43 positive contacts, 36 were found at the first 
investigation—24 in the first specimen examined, 6 in the 
second, 5 in the third, and 1 in the sixth. The remain- 
ing seven positive contacts were found at the second investi- 
gation—two had not previously been examined, three had 
had one negative specimen, and two had had three negative 
specimens at the first investigation ; all seven were found 
Positive on their first specimen at the second investigation. 
Seventeen of the positive contacts were classified as having 
active amoebiasis, and six of these had acute amoebic 
dysentery. Five of the six acute cases had never been 
Overseas. Six of the remaining 11 with active amoebiasis 
showed crateriform pitting on sigmoidoscopy, and two of 


these had active E. histolytica in their stools ; the mucosa 
was normal in the other five, but the stools of three of 
them contained active E. histolytica. 

Thirteen of those with active amoebiasis lived in barracks 
A, B, and C; of the remaining four, two lived in the 
sergeants’ mess, and one in each of barracks X and Y. 

Four of the 26 classified as symptomless cyst-passers did 
in fact show crateriform pitting on sigmoidoscopy ; but as 
this finding has not yet been generally accepted as indica- 
tive of active amoebiasis they have been included in the 
group of symptomless cyst-passers. 

One patient, originally classified as a symptomless cyst- 
passer with a normal mucosa on sigmoidoscopy in December, 
was sent on leave with instructions to take three diodoquin 
tablets thrice daily for 21 days. In mid-January he noticed 
blood in his stools, and this continued until the beginning 
of February, when he was found on sigmoidoscopy to have 
typical amoebic ulceration. 

The original patient, whose symptoms started immedi- 
ately after appendicectomy, was almost certainly a case of 
misdiagnosed amoebiasis, but unfortunately his appendix 
was not submitted for section. One other patient presented 
with symptoms and signs of subacute appendicitis, and 
would almost certainly have been operated upon had he 
not come to the notice of one of the members of the 
investigating team before being transferred to «hospital. 

Only two who handled food were infected—one a cook 
in the sergeants’ mess and the other a batman in the officers’ 
mess ; both were symptomless cyst-passers and neither had 
ever been overseas. One slept in barrack block Y and the 
other in the batmen’s quarters of the officers’ mess. 

One further patient, not included in any of the figures 
presented in this paper, was referred to the consultant in 
tropical medicine in July, 1951. He was on leave from the 
affected station during the first investigation, and had been 
posted to another unit before the second. He had had 
diarrhoea in October, 1950, and again in January, 1951, 
which continued, gradually getting worse, until he was seen 
in July and found on sigmoidoscopy to have acute amoebic 
ulceration. This man belonged to barrack block A and 
had never been overseas. 






TABLE II.—Analysis of Cases of Gastro-enteritis and Amoebiasis 
| 





No. in Active Cyst 




















Group Group Amocebiasis Passers 
H oO H Oo H Oo 
Bar- With gastro-enteritis | 60 18 6 2 1 2 
racks A, oe : 
B, andC || No gastro-enteritis | 204 51 5 Nil 3 3 
Rest of With gastro-enteritis| 42 21 1 1 Nil Nil 
camp No gastro-enteritis 424 | 222 1 1 5 12 
Controls* 126 43 Nil Nil 2 - 














* Those arriving at camp after December, 1950. H=Those who had never 
been overseas. O=Those who had at some time been overseas. 





The main findings are summarized in Table II, which 
separates those who had and those who had not been 
overseas. In Table III the incidence of gastro-enteritis in 
August and September and that of amoebiasis have been 
expressed as percentages of the number at risk in each 


TABLE III.—Incidence of Gastro-enteritis and Amoebiasis in 
Various Groups 














No. in % with Active | % Cyst 

Group Group Amoebiasis | Passers 
Bar- With gastro-enteritis 78 10-2 3-8 
racks A, No gastro-enteritis 255 2-0 2:3 
‘ Cc Total 333 3-9 2:7 
Rest With gastro-enteritis 63 3-0 Nil 
of No gastro-enteritis 646 0-3 2-6 
camp Total 709 0-6 2-4 
Controls* 169 Nil 3-5 

















* Those arriving at camp after December, 1950. 














aes 


b | 





; 











a 


116 Jury 19, 1952 INDIGENOUS 


BRITISH 
MepicaL JOURNAL 


AMOEBBIASIS 





group. The main points of interest shown by Tables II 
and III are the higher incidence of active amoebiasis in 
groups A, B, and C, and the positive correlation between 
active amoebiasis and gastro-enteritis. 


Discussion and Conclusions 


The finding of E. histolytica in the stools of 4.1% of 
those examined is not in itself outside the normal expecta- 
tion in the population of this country ; but the occurrence 
of six cases of acute amoebic dysentery and a further 11 
cases classifiable as active amoebiasis within a three-months 
period in a population of approximately 1,000 people is 
so very unusual that it may properly be termed a minor 
epidemic, and a common source of infection may be postu- 
lated with reasonable certainty. There is a positive correla- 
tion between the incidence of gastro-enteritis and amoebiasis 
which makes a common source of infection still more 
probable. 

The time relationship between the onset and control of 
the gastro-enteritis and the contamination of the water 
supply and its control strongly suggests that the gastro- 
enteritis, and therefore the amoebiasis, were water-borne. 
This view is further strengthened by the finding of a potent 
source of contamination and by the fact that barracks A, 
B, and C, which are nearest to the source of water-supply, 
were most affected. 

In the case of the amoebiasis this view is further 
strengthened by the fact. that the only four active cases 
not in barracks A, B, and C were in barracks X and Y 
and in the sergeants’ mess, which are the next nearest living 
quarters to the source of water-supply. 

It could perhaps be argued that the amoebiasis was due 
to activation of previous cyst-passers by the gastro-enteritis, 
but this would not account for the seven cases of active 
amoebiasis without gastro-enteritis. It is far more prob- 
able that the correlation between gastro-enteritis and 
amoebiasis was due to a common source of infection than 
to any synergistic action between the two infections. 

The presence in the community of a relatively large num- 
ber of people who had served overseas may well have been 
an important epidemiological factor, since there is evidence 
(Hoare, 1950) that overseas strains of E. histolytica are more 
pathogenic than home-grown varieties. 

It seems likely, therefore, that the important factors in 
the epidemiology of the present outbreak were gross con- 
tamination of the water-supply with sewage, the short 
length of water-piping from the site of contamination to 
the points of distribution, and the use of the contaminating 
sewer by a community containing a high percentage of 
people who had served overseas. 

Clinically the epidemic once more demonstrated the insidi- 
ous onset of amoebiasis and the way in which it may simu- 
late almost any other subacute abdominal upset and even 
acute appendicitis. These features account for the con- 
siderable delay before its true nature was realized, even 
though several of the doctors concerned were familiar with 
amoebiasis. This leads to speculation whether similar out- 


breaks masked by a concurrent acute intestinal infection ~ 


may be relatively common. : 

Laidlaw (1918), when particularly looking for them, found 
three cases of amoebiasis at necropsy at Guy’s Hospital in 
one year ; none of these persons had ever been overseas and 
none of the cases had been diagnosed during life. 

On the other hand, we have been able to find reports in 
the literature of only 33 cases of indigenous amoebiasis in 
England, and we have known one further case ourselves 
which has not been published. The earlier reports, which 
included 11 cases, were summarized by Dobell (1921); 
Morton et al. (1951) mentioned records of 12 more and 
reported a further three of their own. Coles (1923), Russell 
(1926), and Simpson (1926) each reported one case. Adams 
and Seaton (1949) reported a further four cases. Nearly all 
these occurred singly, sometimes with a history of close 
contact with a patient who had contracted the disease over- 


seas, but often with no such contact discovered. In no case 
was there any record of previous involvement in an out- 
break of gastro-enteritis. 

The probable explanation is that a short water-distribution 
system contaminated by sewage from a population contain- 
ing a large proportion of people who have recently been 
overseas forms a* combination of circumstances very un- 
likely to be found in civilian communities in this country. 

On the other hand, massive infection with the less patho- 
genic home-grown varieties of E. histolytica might give rise 
to an even more insidious and subacute form of the disease, 
which might well remain unrecognized indefinitely. It is 
therefore felt that wherever a water-borne epidemic disease 
occurs through gross faecal contamination of the supply 
the population at risk should be carefully watched for the 
appearance of patients with symptoms attributable to 
amoebiasis, and a sample of those suffering from the 
original disease should be examined for the presence of 
amoebic infection. 


Summary 

An epidemic of acute gastro-enteritis and amoebiasis 
on an R.A-F. station is described. 

In a population of 1,042 at risk, 141 suffered from 
acute gastro-enteritis, 6 developed acufe amoebic dysen- 
tery, and 11 had active amoebiasis. 

Five of the six with acute amoebic dysentery had 
never been overseas. 

Twenty-six symptomless cyst-passers were found. 

Among 169 controls on the same camp, six symptom- 
less cyst-passers were found, but none with active 
amoebiasis. 

Both the gastro-enteritis and the amoebiasis are 
thought to have been water-borne, contamination of the 
station bore-hole having occurred from a broken sewer. 

The main factors responsible for the epidemic are 
considered to have been gross faecal contamination of 
the water-supply, short water-distribution system, and 
the presence of a relatively large number of people in 
the community who had been overseas. 

The insidious and protean nature of the disease is 
recalled and the possibility of similar epidemics being 
missed is discussed. 
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Waiting for the doctor may soon become a real pleasure. 
Studies are under way at University of Chicago clinics on 
the possibility of using movies in out-patient departments 
and doctors’ waiting-rooms as a medium for health educa- 
tion and entertainment. Existing film libraries provide 4 
wealth of material ranging from instructive cartoons to 
formal educational films. A portable machine, easy to set 
up, is used. It has an 11 by 15-in. (28 by 38-cm.) screen 
and is about the size of an average suitcase when closed. 
No operator is required once the machine is put in action. 
A continuous loop film makes possible repeated showings 
of 16-mm. colour or black and white film without rewinding 
or rethreading. A 300-watt projection lamp makes viewing 
easy even in a lighted room. 
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Lead poisoning has been recognized since 200 B.c., 
when clinical symptoms were first described by 
Nikander (Major, 1945). Jaundice as a symptom was 
noted by John Huxham in 1759, and from that time it 
became perhaps the most common form of recognized 
industrial and accidental poisoning. During the past 30 
years, owing to the improvement in industrial hygiene 
and to surveillance by factory inspectors and industrial 
medical officers, there has been a great decrease in the 
incidence in this country, and rarely does a clinical 
pathologist see the blood changes characteristic of 
chronic lead poisoning (Browning, personal communica- 
tion, 1950). Therefore I feel that it is of valu@ to report 
the following findings. 

The Factories Act, 1937, Section 66, which deals with 
the notification of lead poisoning, leaves the diagnosis in 
the hands of the medical officer without any definite 
directions other than: “Every medical practitioner 
attending on or called in to visit a patient whom he 
believes to be suffering from lead poisoning contracted 
in any factory shall forthwith send addressed to 
the Chief Inspector of Factories ...a notice...” 
Several medical practitioners to whom I have spoken 
on the subject interpret this as meaning that in the 
absence of findings such as Burtonian line, wrist-drop, 
colic, or encephalopathy one does not notify workers as 
being unfit because of their working conditions. The 
haematological findings set out below may perhaps give 
further guidance on the diagnosis of chronic plumbism, 
especially, for example, on the variations in the punctate 
basophil count, and provide a basic standard for the pur- 
poses of notification. | Under the present regulations 
cases without clinical symptoms cannot be notified as 
lead poisoning, but a “toxic anaemia,” recognized as. 
such, would lead to further investigations, “ toxic 
anaemia ” being defined as any dyshaemopoietic distur- 
bance. 
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° Occupational Environment 


Two sets of lead workers from separate factories were 
examined. The first (Group A) were employed in the 
following processes in the manufacture of lead paint: 
grinding, processing, paint-mixing, and dispatching of the 
products. It was in this group that the gross anaemias 
occurred in spite of the fact that the employees wear masks, 
have the extra allowance of milk daily—provided by regula- 
tion in the knowledge that high calcium diets prevent gross 
lead absorption (Tompsett, 1937)—and obey the elementary 
hygienic regulations appertaining to their trade. 

The second group (B) work in a factory which manu- . 
factures lead ingots for use in printing works and lead for 
electricity cables, and also recovers lead from scrap (mainly 
from old batteries). There is no white lead processed in 
this concern. In this factory the atmosphere is kept damp 
by constantly flowing water on the floors, and highly 
efficient fume extractors are fitted over all furnaces and 
vats. 


Methods 


Standard methods were used for all the investigations, 
carried out by only two operators in order to eliminate, 
so far as possible, personal variations. Absolute haemato- 
logical values were estimated, using Wintrobe tubes centri- 
fuged at 3,000 r.p.m. for 30 minutes and calculated from 
the packed cell volume. Punctate basophilia estimations 
were calculated from a differential count on 3,000 red cells. 
As there has been much discussion on the variability of 
these estimations (Whitby and Britton, 1933 ; McFadzean 
and Davies, 1949) the following staining method was used. 
Films were dried in air, flooded with undiluted stain 
(Leishman) for one minute, diluted with twice the volume 
of buffered distilled water, pH 7, and allowed to stain for 
10 minutes, then rinsed with the same buffered distilled 
water and dried in air. All films were stained with the 
same batch of stain. The films were examined microscopic- 
ally, using a 2-mm. objective and x 8 eyepiece. The haemo- 
globin was estimated, using an “EEL” photoelectric 
colorimeter calibrated with the Gibson-Harrison standard 
(B.D.H.) of 16 g. haemoglobin per 100 mi. Reticulocyte 
counts were done as recommended by Dacie (1950), and 
the red-cell fragility test was a modified method of his 
technique. 


Haematological Findings 


The gross haematological findings are set out in Tables 
I and II. If no abnormality was noted at the preliminary 
full blood count and examination of a stained film, reticulo- 
cyte counts and red-cell fragility tests were not made. 




















100%=16 8.7% M.C.H.C.| Retics. | ,Punctate 
Case . Years © R.B.C. | P.C.V. | M.C.V. | M.C.H. | M.C. etics Basophilia 

Age Occupation Date - - 2 oA 0 

No. Occpd. Hb 2% mill. % ps ung. % : % 
1 28 New worker 7/11/50 86 13-8 43 38 88 32 36 Nil 
2 50 Paint mixer 4 7/11/50 86 13-8 4-2 31 74 33 44 = 
moe | st st] ol | BT | SO 
39 Grinder 15 2/11/50 5 . . , 

{ aos 71 11-4 4-0 37 92 28 31 1-0 0-0 

7/11/50 64 10-2 3-5 30 33 3-2 

4 50 Grinder 16 24/11/50 68 10-9 4-7 34 72 23 32 3-0 20 
12/1/51 74 11-8 4-4 39 88 27 30 1-2 0-4 

20/10/50 85 13-6 4-6 30 1-2 0-23 

5 50 Processer 5 7/11/30 78 12-5 41 28 68 30 44 0-2 
23/1/51 83 13-3 4-7 28 0-3 

20/10/50 80 12-8 43 30 2-0 0-03 

6 43 Grinder 20 7/11/50 95 15-2 50 41 82 30 37 0-06 
23/1/51 84 13-4 4-4 30 0-5 

20/10/50 63 10-1 3-6 28 1:2 0-26 

7 34 Dispatch 5 7/11/50 75 12-0 4-6 41 28 3» P 
23/1/51 79 12-6 41 30 0-1 

20/10/50 61 9-8 3-9 25 5-5 5-0 

8 $2 Processer 25 7/11/50 61 9-8 4-0 38 95 24 26 3-4 
{ Hs 71 11-4 4-7 38 81 24 30 10-0 1-3 
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TasBLe II.—Group B 














_ Years : Hb | R.B.C. ~ | Retics. | Stipplin 
Case | i, Lead | Occupation % mill, | W-B.C. “ 7, 8 
A 2/52 Scrap sorter | 78 4-2 14,400 1-5 Nil 
B 4h Moulder 80 41 9,600 1-0 0-2 
Cc 3 Carpenter 86 49 7,800 1-2 0-5 
D 3/12 Blast charger| 75 5:3 13,600 2-0 0-45 
E 3 Scrap sorter 73 3-8 9,000 1-6 0-25 
F 6/52 Labourer 83 5-1 6,608 1-2 Nil 
G 4 Electrician 86 5-0 6,000 1-0 0-062 


























Punctate basophilia were present to a varying degree, but 
did not appear to be related to the duration of exposure 
or the type of work (Fig. 1). 


Hypochromic Anaemia.—It has been regognized by vari- 
ous observers that the hypochromia is common whilst 
exposure is heavy, and 
is usually accompanied 
by stippling (Lane, 
1938; Kemp, 1947), 
without which it is 
impossible to state the 
cause of the anaemia. 
The red-cell count 
should be taken as a 
guide to the general 
health of the worker, 
and if anaemia is pre- 
sent it would be wise 
to remove him from ex- 
posure to toxic agents. 


Leucocyte Counts.— 
No obvious  abnor- 
mality was found in 
the differential counts of these men save in a new entrant 
to the factory (see Table II) who complained of colicky 
abdominal pain one morning whilst at work and had an 
acutely inflamed appendix removed shortly after. This 
emphasizes the importance of an open mind when dealing 
with industrial workers. Taleky (1946) states: “I have 
seen about a dozen appendicectomies performed on lead- 
poisoned persons because lead was not recognized in the 
occupation. On the other hand, one sees appendicial 
abscesses diagnosed as lead poisoning because the patient 
was a lead worker.” 


Red-cell Fragility—Variations in red-cell fragility have 
been reported in cases of lead absorption (Whitby and 
Britton, 1933), but in my series (Group A) the quantita- 
tive fragility curves (Fig. 2) were altered in parallel with 
the increase in the basophil count, and showed varying 





Fic. 1.—Showing stippling of red 
cells. 
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Fic. 2.—Quantitative fragility curve. 


degrees of decreased fragility. In no case did we find an 
increased fragility even to a slight degree. An average 
normal curve and a curve .taken from a case of familial 
acholuric jaundice are incorporated in the graph for 
comparison. 

Marrow Findings—Case 3 was admitted to hospital 
because of a minor accident, and he allowed a marrow 
puncture to be performed from the iliac crest. The films 
were stained in the usual way. The total nucleated count 
was 100,600 (proerythroblasts 2%, early normoblasts 6%. 
normoblasts 12%, punctate normoblasts 7.5%, neutrophil 
myelocytes 5.5%, eosinophil myelocytes 1%, metamyelo- 
cytes 5.5%, eosinophils’ 1.5%, monocytes 1%, lymphocytes 
12%, segmented polymorphs 46%). Basophilic stippling of 
the erythrocytes in this marrow was found to be 28,000 
per million erythrocytes. The peripheral blood picture is 
that dated November 2, 1950. A normoblastic hyperplasia 
of the marrow was demonstrated along with stippling of 
normoblasts and erythrocytes as observed by other workers 
(Leitner, 1949), but no evidence of increased karyorrhexis 
was seen (Kienle, 1943). 

Other Haematological Findings—Polychromasia, aniso- 
cytosis, and poikilocytosis were observed in the blood 
pictures those showing the most severe anaemias. The 
reticulocyte count was repeated on several occasions along 
with the basophilic count, with which it appeared td have 
a direct relation. The mean corpuscular volume was low 
or normal in most cases. 


Urine 


Lead estimations were carried out on the urine of six 
workers in Group A showing punctate basophilia. Table 
Ill shows that those with the greatest haematological 
changes had the most lead in their urine. The estimations 
were repeated on the three cases showing abnormally high 
volumes after an interval of three months away from risk 
of lead absorption, and blood pictures were repeated at the 











TaBLe III 
Lead in Urine (mg. /litre) 
Case No Z 

24/11/50 15/2/51 
3 0-21 0-05 
4 0-38 0-1 
: <>" feat 

<0°1 om 
7 <0-1 
8 0-57 0-07 











same time (January 1, 1951). Although the urinary lead 
content had fallen to what may be regarded as normal limits, 
the blood pictures had not shown much improvement, 
particularly in haemoglobin level (Table IID. 


Other Findings 

The only patient in Group A not wearing dentures had 
a definite blue line on his gums in the characteristic manner, 
about 1 mm. from 
the gum margin, 
along with a fairly 
extensive dental 
sepsis. 

Case 8, when 
seen on January 
12, 1951, showed 
clinical evidence 
of mild jaundice 
along with a re- 
ticulocyte count of 
10%, serum bili- 
rubin 1.6 mg. per 
100 ml., and 
Coombs test nega- 





Fic. 3.—Showing blue line on gums. 
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tive. His jaundice did not deepen, and had disappeared 
at the end of a further three weeks: this was perhaps the 
manifestation .of a mild haemolytic crisis, the only one 
noted during this investigation. 


Discussion 


A relation was noted between the degree of punctate 
basophilia and the decrease in red-cell fragility in this series, 
contrary to the usual views in the literature (Whitby and 
Britton, 1933). The results of the present study suggest that 
there is still a definite risk of occupational anaemia in the 
lead worker in this country, although there would appear 
to be no direct relationship between duration of exposure 
and the degree of toxic effect found; one may therefore 
presume that personal idiosyncrasy to lead exposure plays 
a large part. It should be noted that in the factory employ- 
ing the Group B workers, in whom there was no lead 
poisoning, the floors are subject to constant spraying with 
water. This supports the observations of Rodier 948) 
that miners engaged in working processes where the atmo- 
sphere was damp were less liable to lead intoxication ; he 
took as his standard for lead intoxication a basophilia of 
0.25 per thousand erythrocytes. Faure (1949) surveyed lead 
miners in Morocco, and stressed that not one of the wash- 
house men was affected; plumbism was here taken to be 
present if one or more basophilic red cells were present in 
10 microscopical fields. The demonstration that all the 
workers in Group A showed evidence of intoxication 
suggests that other cases may be present in similar factories 
throughout the country. None of these workers had been 
notified as a case of lead poisoning before this investiga- 
tion, as none had shown any obvious clinical symptom 
resulting from their occupation. It suggests that a stricter 
haematological control of those who work in contact with 
lead should be observed, using the evidence of a hypo- 
chromic anaemia and the presence of punctate basophilia, 
with or without decreased fragility, as diagnostic aids. It 
is necessary to keep in mind the other causes of punctate 
basophilia, such as phenylhydrazine poisoning in the treat- 
ment of polycythaemia, cirrhosis of the liver, haemolytic 
anaemias, etc., but the differential diagnosis should present 
no gross difficulty in the presence of collateral evidence and 
a routine haematological investigation. 

The men state that when they are paid as piece-workers 
their main aim is to do as much as possible in the shortest 
time. In so doing they find that the wearing of masks and 
the taking of full precautions cuts down their output, and 
therefore the temptation to be careless in such matters is 
great. It would seem reasonable to suggest that further 
prophylactic measures could be taken by (a) abolishing 
piece-work in the lead industry; (b) notification of and 
removal from exposure of those workers showing toxic 
manifestations ; and (c) exercising stricter haematological 
control of the lead industry, especially by the punctate 
basophilic count. 


Summary 


Blood pictures in two groups of lead workers are 
presented for comparison and’ observation. 

The presence of punctate basophilia does not appear 
to be related to type of work or duration of exposure. 

Decreased fragility curves were demonstrated in those 
patients more severely affected. 

A hyperplastic normoblastic marrow is described. 

Estimations of total lead in urine revealed that the 
patients showing gross haematological changes had the 
highest urinary lead levels. 

A plea for stricter ruling on haematological control 
of lead workers is tentatively put forward, and abolition 
of piece-work in the lead industry is suggested as a 
further preventive measure. 


Addendum 


Since this work was completed 16 further lead workers 
have been examined, and two showed what may be regarded 
as characteristic features of chronic plumbism. 


Case ¥.—R.BC., 4,300,000; Hb, 77% (12.32 g.%); 
M.C.V., 92 p°; M.C.H,, 28.65 ppg.; punctate basophilia, 

0.5% ; reticulocytes, 5% ; red-cell fragility decreased (90% 
at 0.3 saline, 10% at 0.25 saline). This worker was thought 
to have chronic plumbism. 

Case Z.—This man, a worker in lead for six years, com- 
plained of a yellowish tinge developing in his skin since 
January, 1951; three months previously he had complained 
of abdominal pain. His general practitioner sent him to 
the laboratory for investigation, and the haematological 
findings were as follows: February 26: Hb, 63% 
(10.08 g.%); R.B.C., 3,700,000; W.B.C., 9,200 (poly- 
morphs 85%, eosinophils 1%, lymphocytes 14%); five 
punctate normoblasts seen in  peripheral* blood film; 
punctate basophilia, 5.9%; reticulocytes, 12%; Coombs 
test, negative ; van den Bergh indirect, 1.5 mg. per 100 ml. ; 
red-cell fragility 90% at 0.3 saline, 10% at 0.45 saline. 
Marrow puncture revealed a hyperplastic normoblastic 
marrow, with neutrophil polymorphs 19.5%, small lympho- 
cytes 2.5% os monocytes 1.5%, metamyelocytes 4.5%, myelo- 
cytes 5%, eosinophil myelocytes 1%, erythroblasts 1%, 
normoblasts 45%, karyorrhectic normoblasts 4%, normo-~ 
blasts showing punctate basophilia 16%. This patient had 
a blue line on his gums (Fig. 3). 


My thanks are due to Dr. E. N. Allott, of Lewisham Labora- 
tory, for the urinary lead estimation, and to Mr. A. Cooper for 
his invaluable technical assistance. 
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Following the earlier suggestions of Beavan (1944) and 
Bray (1945), the isolation of certain serological strains 
of Bact. coli from the faeces of infantile diarrhoea has 
been reported from the United Kingdom by Giles and 
Sangster (1948), Giles et al. (1949), Taylor et al. (1949), 
and Kirby et al. (1950) ; from France by Buttiaux et al. 
(1951); from Germany by Braun and Henckel._ (1951) ; 
from Sweden by Laurell et al. (1951) ; from Australia by 
Williams (1951) ; and from the United States of America 
by Neter and Shumway (1950). 

Attention has been focused primarily upon epidemic 
outbreaks, especially among the newborn, in whom these 
organisms have been found with remarkable consistency. 
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In sporadic cases they were identified less frequently, 
but were nevertheless found more often than in 
non-diarrhoeal controls. Dissentient views have been 
expressed by Stevenson (1950), who found the specific 
strains in non-infective diarrhoea of adults, by Payne 
and Cook (1950), who identified them in 17 infants 
of whom 11 had no diarrhoea, and by Cathie and 
Macfarlane (1951), who found no more positive cases 
among infants with diarrhoea than among the controls. 

Most authors have been cautious in their conclusions, 
and it seemed that widespread investigation into the dis- 
tribution of the suspect strains should be undertaken, 
and’ that it would have to include not only the epidemic 
cases arising in institutions and neonatal nurseries but 
also the sporadic cases which are admitted perennially 
into children’s wards. As a contribution to this study 
it was decided to investigate all cases of infantile diar- 
rhoea admitted into the professorial unit at the Royal 
Hospital for Sick Children, Glasgow, for a period of 
twelve months. Although this would be mainly a 
bacteriological study, both the suggestion that cases 
infected with the specific strains could be identified clinic- 
ally (Kirby et al., 1950) and the emphasis on parenteral 
infections in those from whom the organisms were not 
isolated (Giles et al., 1949) underlined the necessity for 
correlation’ with clinical findings. Furthermore, the 
possibility that cases infected*with the suspect organisms 
might react favourably to the more recent antibiotics 
suggested the advisability of extending the study to in- 
clude this therapeutic aspect. 


Nomenclature.—Kauffmann and Dupont (1950) have 
demonstrated the homogeneity of the several strains 
isolated from various centres in different parts of Europe. 
Two main strains have been described, differing in their 
somatic and surface antigens—namely, 0111:B4 and 
055:B5. These are called in this communication the 
alpha and beta strains respectively of Bact. coli. 


Preliminary Considerations 


When dealing with a site which has normally a bacterial 
flora, and, in particular, when the organism in question is 
perhaps only potentially a pathogen, quantitative considera- 
tions are probably at least as important as mere isolation. 
To obtain an organism in pure growth is very different 
from finding only a few colonies after prolonged search ; 
and yet both may be reported as “ positive.” For the pur- 
pose of this investigation it was thought advisable to record 
the amount of growth of the sero-specific types of Bact. 
coli. It seemed likely that there might be a closer associa- 
tion of the doubtful pathogens with infantile diarrhoea when 
they replace the usual “coliform” faecal flora than when 
they are present only in small ‘numbers. Whereas, however, 
the isolation of a suspect strain in almost pure growth 
is bacteriologically an unequivocal finding, more scanty 
growths must be interpreted with caution. Considerations 
of previous treatment, imperfections of bacteriological tech- 
nique, and the impracticability of investigating the bacterial 
flora directly within the small intestines must all play a part 
in determining the amount of growth. 

Another factor to be considered is the duration of the 
diarrhoea before bacteriological examination of the faeces. 
The possibility that an organism might be less easily iso- 
lated from cases of longer duration than from those seen 
at the onset of the diarrhoea had to be explored, and the 
interval between the onset of diarrhoea and culture of 
faeces on admission was noted. No difference, however, 
was discovered in the numbers yielding alpha and beta 
coli between early and late cases. 


Method 


All infants in the first year of life who were admitted 
into the unit with diarrhoea and all those who subsequently 
developed diarrhoea while in hospital were included in the 
series. The 12-months period concerned was from Septem- 
ber 1, 1950, until August 31, 1951, inclusive. Cases were 
unselected, being the usual admissions to a children’s hos- 
pital in a large industrial city. During this period there 
was no indication of a focal outbreak of infantile diarrhoea 
in the area. Every case was included in the series regard- 
less of any other disorder which the patient might have in 
addition to diarrhoea. This is reflected in the mortality ; 
for conditions such as congenital heart disease, congenital 
syphilis, and cerebral haemorrhage were contributory causes 
of death. There were 164 cases in all. In six of these 
specific pathogens were isolated—namely, four of Shigella 
sonnei and two of Salmonella typhi-murium; they were 
excluded as irrelevant to the investigation. It is worth 
mentioning that in none of the four cases of dysentery was 
there clinical evidence, apart from diarrhoea, to suggest 
this diagnosis. During the period under review no case 
of coeliac disease or fibrocystic disease of the pancreas was 
encountered in this age group. 

The controls, who were investigated concurrently, num- 
bered 101: they were children in the first year of life in 
the same wards who had not and did not later develop 
diarrhoea. 

Rectal Swabs.—Faeces obtained from rectal swabs were 
cultured without delay. A special swab was made to ensure 
adequate sampling of faeces and a minimum of contamina- 
tion from other sources. The apparatus consists of an 
ordinary throat swab which is enclosed in a small glass 
sheath plugged at the lower end with a piece of cotton- 
wool. The whole is sterilized and contained in a test-tube 
in the usual way. The swab with its glass sheath is taken 
out of the test-tube, vaselined, and inserted into the anus. 
The swab is then protruded beyond the sheath and comes 
into contact with the faeces in the rectum. Swab and sheath 
are withdrawn together and returned into the test-tube. In 
this way the actual swab is protected from contact with any- 
thing but the sterile interior of the glass sheath and the rectal 
contents. In each case one rectal swab was taken on admis- 
sion and a further one on the second or third day. No 
further swabs were taken from those in whom the original 
swabs were negative unless there was clinical indication of 
a relapse. Thereafter positive cases had rectal swabs taken 
weekly until they became negative. Some cases, however, 
that were positive on dismissal were inadequately followed 
up. 

Clinical Assessment.—A clinical assessment was made and 
recorded on the morning after admission and before the 
result of the stool culture could be known. Particular 
attention was paid to the degree of severity of the illness 
and to the presence or absence of evidence of a parenteral 
infection. With regard to the degree of severity, it should 
be realized that cases of infantile diarrhoea are not normally 
admitted to this hospital unless the child is considered to 
be too ill for out-patient care. The general severity of our 
series is therefore likely to be greater than that of a series 
admitting all comers. Nevertheless it was thought con- 
venient to classify our cases as severe, moderate, or mild 
in degree, subject to this proviso. 

Treatment.—The earlier cases in this series formed a part 
of a therapeutic trial of chloramphenicol and aureomycin in 
infantile diarrhoea which has already been reported (Shanks, 
1951). The regimen there described was used in all cases. 
In addition, after a further trial of chloramphenicol, terra- 
mycin* was substituted, but as yet too few have been treated 
with this antibiotic to warrant any firm conclusions. Which- 
ever antibiotic was used was given only to every alternate 





*We are grateful to Dr. Gladys L. Hobby, of Chas. Pfizer and 
Co., Inc., New York, for a generous supply of terramycin. 
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case, the others being regarded as therapeutic controls. 
These controls were given the usual ward treatment, which 
included parenteral fluids, sulphonamides, and/or penicillin 
where indicated. Latterly a few controls were given aureo- 
mycin, and these have been recorded separately ; they add 
nothing to the results previously obtained with this drug 
(Shanks, 1951). ° 

Bacteriological Methods.—Specimens of faeces were cul- 
tured on MacConkey’s plates (bile-salts-neutral-red—lactose 
agar); saccharose-MacConkey’s plates (MacConkey’s 
medium to which 1% saccharose is added instead of 
lactose and containing only half the usual amount of 
neutral red); and S-S agar plates. At least four colonies 
from each plate and a “sweep” from the confluent growth 
were examined by slide agglutination with OB sera prepared 
from strains of Bact. coli D433 (alpha coli) and Bact. coli 
beta type kindly supplied by Dr. Joan Taylor, of the 
Salmonella Reference Laboratory, London, and Dr. J. 
Smith, of the City Hospital, Aberdeen, to whom we are 
also grateful for an initial supply of sera. Positive slide 
agglutination was confirmed by tube agglutination with O 
and OB sera. Observations of cultures on MacConkey and 
saccharose~MacConkey plates for their fermentation re- 
action, consistency, and texture of colonies were used in 
conjunction with the agglutination reaction, and it was thus 
possible to make an assessment of the degree of uniformity 
of growth with a reasonable assurance of accuracy. Posi- 
tive results were therefore reported as “profuse” when 
there was a pure or almost pure growth, “ moderate ” when 
at least half the coliform organisms belonged to the strain 
concerned, and “scanty” when anything less than this was 
reported. This is obviously an arbitrary and fairly crude 
distinction which is subject to personal variation, but it will 
serve its purpose. 

Results 


Of the 158 cases, 53 were positive on admission (39 alpha 
and 14 beta coli), an incidence of 33.5%. There were 4 


positive cases (3 alpha and 1 beta) among the 101 con- 


trols. Of the 53 diarrhoeal cases that were positive, 4 
were reported as of scanty and 8 as of moderate growth, 
whereas all the positive controls were reported as scanty. 

Six diarrhoeal cases became positive after an initial nega- 
tive culture on admission. An additional two cases were 
unfortunately not swabbed on admission although they had 
diarrhoea at the time and only some days later were they 
found to be positive ; in neither case was there any clinical 
indication of a relapse, and it was thought wiser to include 
them with those positive on admission. Among those six 
cases which became positive after admission there were 
two which had been swabbed quite fortuitously during the 
course of an uninterrupted recovery. After isolation of 
the organism neither child developed diarrhoea during a 
period of observation of three months in one and two weeks 
in the other. In each case the alpha strain was concerned, 
and the growth was reported as profuse in one and moder- 
ate in the other. These two cases are important as being 
the only ones in which more than a scanty growth of either 
alpha or beta coli has been found in subjects without 
diarrhoea. 

So far as the figures for seasonal incidence permit con- 
clusions, it is evident that each group follows a similar 
curve of incidence, with a trough in the spring. It is interest- 
ing to note that the admissions continued with little change 
through the winter. Nevertheless, the selection of the more 
severe cases for admission may affect this curve. 


Clinical Severity 

The association of the bacteriological findings of each 
case with the degree of clinical severity (Table I) is of 
importance. It is noteworthy that of the alpha-positive 
cases classified as severe all except two were associated with 
a profuse growth of the organism, and in the two excep- 
tions the associated conditions undoubtedly contributed to 
the severity. In this connexion it should be remembered 
that the classification of cases as severe, moderate, and 


TABLE I.—Alpha and Beta Strains and Degree of Clinical Severity 
(No. of Deaths in Parenthesis) 




















Stool Culture Degree of Clinical Severity 
(Amount of Growth Total 
in Parenthesis) Severe | Moderate Mild 
Alpha (profuse) .. ae 13 (1) 12 (1) 6 (0) 31 (2) 
»» (moderate) .. ‘<s 1 (1) 2 (0) 1 (0) 4(1) 
»» _ (scanty) e a 1 (1) 2 (0) 1 (0) 4(1) 
Total alpha .. aa 15 (3)* 16 (1) 8 (0) 39 (4) 
Beta (profuse) ~ os 6 (1) 2 (0) 2 (0) 10 (1) 
» (moderate) .. 4 2 (0) 2 (0) 0 (0) 4 (0) 
»» (scanty) a is 0 (0) 0 (0) 0 (0) 0 (0) 
Total beta as ie 8 (1) 4 (0) 2 (0) 14 (1) 
Negative .. ~~ -- | 3@Q9)T 32 (2) 43 (0) 105 (11) 
Tetal me oo | Sam 52 (3) 53 (0) 158 (16) 

















* Comprises one case of congenital syphilis, one of polio-encephalitis, and 
one of cyanotic congenital heart disease. : F 

.t Includes one case of nephrosis and one of staphylococcal septicaemia 
with cerebral haemorrhage. 


mild is purely relative and that the mildest cases arriving 
at the hospital are treated as out-patients. In general there 
seemed to be a tendency for the milder cases to be less 
often associated with alpha or beta colli. 


Parenteral Infections 


Parenteral infections are commonly accepted as a cause 
of diarrhoea in infancy (Giles et al., 1949; Graffar, 1950). 
The position has been discussed recently by Graham (1951), 
and it will be sufficient here to point out that the justifica- 
tion for the concept of parenteral diarrhoea is not such that 
it can be taken for granted in an investigation of this kind. 
It is obviously important to decide what association, if 
any, there is between the presence or absence of a parenteral 
infection and the finding of alpha and beta coli in the stools. 
The reports from Aberdeen are very suggestive (Giles et all, 
1949). A high percentage of positive cultures was obtained 
only from those with what they called “ primary infective ” 
diarrhoea. The organism was recovered from very few 
cases of “secondary or symptomatic” diarrhoea. One has 
the impression that “ parenteral diarrhoea” often resolves 
itself into mild diarrhoea in an infant with a cold in the 
head. Moreover, whether or not an infant has a cold in 
the head is often a moot point. While an obvious acute 
respiratory infection is readily diagnosed there is undepi- 
able room for difference of opinion in many cases. If in 
addition the history of a cough or running nose is taken 
into consideration the difficulty of assessing whether the 
signs of respiratory infection preceded the diarrhoea or vice 
versa must often make the decision a very personal one. 
It is remarkable how seldom severe parenteral infections 
such as meningitis or primary pneumonia are associated 
with diarrhoea. 

Any distinction between those with and without parenteral 
infection had to be made in such a way as to obviate 
personal bias so far as possible. It was for this reason 
that clinical assessment was made and recorded before the 
results of stool culture became known. There were only 
30 cases in which parenteral infections were diagnosed on 
admission, and one-sixth of these were positive, as opposed 
to a little more than one-third of those without parenteral 
infection. 

Age Incidence 

The age incidence of the series and also that of the 101 
control cases without diarrhoea showed little of interest. 
There was adequate representation of each age group among 
the diarrhoeal group and the controls. It is perhaps worth 
noting that a little more than a quarter of the positive cases 
were under 4 weeks old, as opposed to less than one-sixth 
of the negative group in this age period. 


Treatment: 


The doses of antibiotics per kilogram of body weight 
per day employed were: chloramphenicol, 150 mg. ; aureo- 
mycin, 25 mg.; and terramycin, 50 mg. When penicillin 
and sulphonamides were given, standard dosage was 
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employed. Treatment “was continued for seven to ten 
days except in the case of sulphonamides, which were 
given for five days. 

Table II shows the response to treatment of all cases. 
Where numbers are small the average stay in hospital of 
non-fatal cases is probably a more useful index than the 


TaBLe II.—Result of Treatment of 158 Cases of Infantile 
Diarrhoea 


























No. of Complicating Average Stay 
Treatment Canes Deaths Cause of in Hospital 
Death (Non-fatal Cases) 
Chloramphenicol .. 46 2 — 13-0 days 
Aureomycin = 9 2 1 123 ,, 
Terramycin we 18 —_— — 13 9 
Controls ae i 85 12 4 130 ,, 
Total 158 16 5 
Mortality 10-1% (excluding complicating causes, 7-0°/) 








actual mortality rate. Criteria for sending a child home 
were kept as constant as possible. As already mentioned, 
children with additional disorders were included in this 
series. When one of these children died and the additional 
disease might reasonably be regarded as a contributory if 
not a main cause of death, the case has been listed separ- 
ately under “complicating cause of death.” If these cases 
are excluded our total mortality is reduced from 10.1% 
to 7%. 

The results with aureomycin and chloramphenicol have 
already been described, and the small number that received 
terramycin did on the whole neither better nor worse than 
the others. Trial of this antibiotic continues. 

It was inevitable that, once the aetiological relationship 
to Bact. coli was postulated, it should be suggested that 
antibiotics to which the organism is sensitive should be 
tried and that results with these drugs, chloramphenicol 
in particular, would not be wholly accepted if a distinction 
between positive and negative cases was not made. As 
results of stool cultures could at best not be received until 
24 hours after being taken, treatment had to be begun 
without reference to their result. Nevertheless it so 
happened that 21 positive cases (excluding those with 
scanty growth) were treated with chloramphenicol, against 
20 similar controls (Table III). These were comparable 


TaBLe III.—Chloramphenicol in the Treatment of Cases with 
Profuse or Moderate Growth of Alpha or Beta Coli 











a Controls 

No. of cases 21 20 

Severe ne 9 10 

Moderate .. 9 7 

Mild ; 3 3 
Deaths - Pe - 1 3* 
Average stay in hospital of 

non-fatal cases .. a 14-3 days 13-5 days 











* Includes one case with ens syphilis and one with cyanotic con- 
genital heart disease; the re 1g case was later treated with chlorampheni- 
col after failure to respond to penicillin and sulphonamide. 


in severity. Of the three in the control group who died, 
two would probably have died from the associated disease 
in ‘any event; the third was given chloramphenicol after 
he had failed to respond to penicillin and sulphonamides. 
There is little difference in the average duration of stay in 
hospital. In all, there was probably no significant difference 
between those treated with chloramphenicol and the controls. 


Discussion 


This survey has been entirely concerned with the associa- 
tion of the two sero-specific strains of Bact. coli with 
infantile diarrhoea, and, apart from the exclusion from 
the series of all identified shigella and salmonella infec- 
tions, no other organisms were considered. 

In the absence of a proved aetiology it is inevitable that 
non-specific infantile diarrhoea should be classified empiric- 





ally in various ways. The usual implication is that there 
are two main groups of diarrhoeal diseases, the infective 
and the non-infective, the infective being further subdivided 
into enteral or primary, and parenteral or symptomatic. 
The non-infective group includes specific metabolic dis- 
orders such as coeliac disease and also such vague and 
unsubstantial concepts as “dietetic diarrhoea,” “teething 
diarrhoea,” and so on, according to the whim of the 
physician. Although, in part at least, this classification 
serves its purpose as a working rule, concrete evidence 
for some of its premises is wanting. 

It seems evident that the complete or almost complete 
replacement of the usual “ coliform ” faecal flora by a single 
sero-specific strain, which is normally found only rarely, 
is a significant observation. If we consider those cases in 
which at least half the organisms grown on stool culture 
belong to the alpha or beta strain, it is evident that there 
is an association between these two strains and infantile 
diarrhoea. This association, moreover, is more pronounced 
in the severe cases (22 out of 53) and in those in which 
there is no parenteral infection. Nevertheless they have 
been demonstrated in less than half the severe cases and 
in only one-third of all cases, and this proportion is not 
high enough to confirm an aetiological connexion with 
infantile diarrhoea in general. The question then arises 
whether one can logically separate our cases of infantile 
diarrhoea into separate homogeneous groups and attribute 
to these specific strains of Bact. coli a causal connexion 
in only those cases where they are found in abundance. 

It does not seem to us that our figures support the view 
that parenteral infections can account for the cases in which 
the specific organisms were not found. Nor can we accept 
hypothetical dietetic errors as the cause of diarrhoea in a 
large number of cases which, in any case, bear the hall- 
mark of infection. 

Even if we confine our attention to those cases in which 
the alpha and beta strains are found in abundance there 
can still be no certainty. We have unfortunately not been 
able to obtain very much epidemiological information on 
this subject. The finding of two infants with an abundant 
or a moderate growth of alpha coli in the absence of any 
gastro-intestinal upset must be stressed. On the other 
hand, the appearance of the organism in a child simul- 
taneously with a relapse or an apparent ward infection 
has occurred three times. 

The therapeutic test is not without relevance. Although 
alpha and beta coli have been shown to be sensitive in vitro 
to chloramphenicol, it has been demonstrated that this anti- 
biotic is neither more nor less effective in those cases from 
which these strains have been isolated than in those whose 
stool cultures are negative for these organisms. Although 
this finding seems contrary to the reported results of Rogers 
et al. (1949), Smellie (1950), and Laurell et al. (1951), it is 
fair to comment that each of these was a preliminary repoft 
involving very few cases. 

In conclusion one can only say that sero-specific strains 
of Bact. coli have been demonstrated in unusual numbers 
in the faeces of a proportion of cases of infantile diarrhoea. 
There is some epidemiological evidence to suggest a causal 
connexion with these cases. Whether the suspect strains 
can be regarded as being in any way responsible for the 
disease cannot be decided without further epidemiological 
data. In this connexion there is an important factor, not 
so far considered—namely, that there has been a steady 
fall in the incidence of diarrhoeal diseases in infancy in 
recent years, interrupted, in Glasgow at any rate, by an 
increase in 1944 and 1947. If in fact the fall in the inci- 
dence of infantile diarrhoea represents the trough of an 
epidemiological wave, then this is the least favourable time 
for its investigation. 


Summary 


The occurrence of sero-specific varieties of Bact. coli 
in the faeces of infants under 1 year suffering from 
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diarrhoea was investigated in one medical unit of the 
Royal Hospital for Sick Children, Glasgow, for a period 
of twelve months. Controls consisting of 101 infants 
without diarrhoea were investigated concurrently. 


Of 164 cases, six yielded specific pathogens (Sh. sonnei 
or Salm. typhi-murium) and 35 yielded the alpha strain 
and 14 the beta strain of Bact. coli in profuse or moderate 
growth on admission. Of the controls none yielded a 
profuse or moderate growth of either the alpha or the 
beta strain ; three yielded the alpha strain and one the 
beta strain in scanty growth. Both the alpha and the 
beta strains tended to be found more often in the severe 
than in the milder cases and less often in those with a 
parenteral infection than in those without. No relation 
could be demonstrated between the duration of the 
diarrhoea and the occurrence of alpha or beta strain. 

No significant difference was found between the results 
of treatment with chloramphenicol and those with 
sulphonamide and/or penicillin, either for the whole 
series or for the alpha- and beta-positive cases only. 
Results with terramycin were similar, but the numbers 
were few. 


It is concluded that, although the suspect strains of 
Bact. coli have been found in the faeces of a proportion 
of cases of infantile diarrhoea, the causal connexion has 
not been established, and further epidemiological studies 
are necessary to determine whether they can be regarded 
as in any way responsible for the disease in which they 
are found. 


The considerable fall in the incidence of infantile 
diarrhoea in the past few years adds difficulties to its 
investigation. 


We wish to express our gratitude to Professor Stanley Graham, 
who initiated this study, and in whose wards it was carried out, 
for his interest and help in the preparation of this paper; and to 
Dr. A. M. MacDonald, in whose department the bacteriological 
work was undertaken. We thank Miss H. S. Adamson and the 
technicians of the pathology department, our resident staff, and, 
in particular, Dr. M. M. Kerr, for assistance throughout this 
investigation. To the sisters and nursing staff our acknowledg- 
ment that it is upon them that a large part of the burden of any 
clinical investigation must fall is but a small expression of our 
debt. 
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FURTHER OBSERVATIONS ON THE 
OCCURRENCE OF BACT. COLI D 433 
IN ADULT FAECES 


BY 


JOHN S. STEVENSON, M.D. 
(From the Department of Bacteriology, Stobhill Hospital, 
Glasgow) 


In a previous communication (Stevenson, 1950) an 
account was given of 14 cases of diarrhoea in adults 
associated with Bact. coli D 433 (a-type of Giles and 
Sangster, 1948). These cases were detected in Glasgow 
hospitals over a period of a few weeks in the spring of 
1949, when little or no infantile “ gastro-enteritis ” was 
present in the area; their appearance, therefore, was 
somewhat puzzling, and further investigation of adulé 
intestinal coliform organisms was indicated. Accord- 
ingly, examination of a large number of specimens of 
faeces from adults was undertaken in an attempt to 
discover what proportion, if any, of the adult population 
habitually harbour Bact. coli D 433 in their intestinal 
tract. 


Material 


The adults investigated fell into four groups. The first 
and largest group consisted of 794 adult hospital patients ; 
the second, 167 adult post-mortem examinations at which 
intestinal swabs were taken; and the third, 27 mothers 
whose infants had been admitted to hospital suffering from 
diarrhoea and/or vomiting associated with Bact. coli 
D 433. 

The investigation was begun in the late autumn of 1949 
and continued until May, 1951, when it was decided to 
assess the results. In June, however, there occurred an 
outbreak of infantile diarrhoea and vomiting (associated 
with Bact. coli D 433) in the neonatal nurseries attached to 
the maternity wards of this hospital ; examination of faeces 
feom the mothers and other adults in contact with these 
children thus formed a fourth group in the investigation, 
and to some extent acted as a control series. 

The specimens of faeces were inoculated as usual, S-S, 
D.C.A., and MacConkey media being used for primary 
isolation. Suspicious colonies were tested by slide- 
agglutination, but final confirmation was delayed until an 
agar slope subculture of each colony had been retested. 

Table I shows the distribution of the specimens and the 
results obtained on testing against D433 antiserum. All 
the organisms classified as Bact. coli D 433 were later con- 
firmed by Dr. Joan Taylor. Details of the nine positive 
cases are given in Table II. 




















TABLE I 
D 433 % of 
Group No. Isolated | Patients 
Adult hospital patients: 
(1) With diarrhoea... m1} 4 (|S 4 0-6 
(2) Without diarrhoea S|. x i 0:8 
Intestinal swabs from adult post-mortem 
examinations .. a a a 167 0 0 
Mothers whose infants were admitted to 
hospital suffering from diarrhoea and 
vomiting associated with Bact. coli 
igen gape pial: empl e 27 2 75 
Adults in contact with a diarrhoea and 
vomiting outbreak in neonatal wards: 
urses { 4 : 
Maids 2 
oe oo SS ae 0 0 
Mothers od i a it 2 11-8 
Totals Se: he | 1,024 | 9 | 0-88 
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Tae II 





Case Sex 


No. Clinical Notes 


Age 





Chronic a months’ duration. 
, - i... 1-17/5/50. Unusual type of 
a rganism, at first believed to be 
Bod 170 isolated 4/5/50. Antibodies to 
polyvalent Boyd suspension present in serum 
—titre 1/125. Brigadier J.S. K. Boyd exam- 
ined the organism and reported that it was 
markedly agglutinated by his antisera, but he 
believed it to be an unusual paracolon bacil- 
lus. D433 isolated 10/5/50. No contact 
with infants at home 

a 74 for stabilization. Devel- 
ee hoea in hospital. D 433 isolated 

1/50. Doubtful contact with two infants 
at — 

? Schizophrenia for investigation. Diarrhoea 
develo: oy while in hospital. D 433 isolated 
12/10/50. No contact with infants 

Hospital nurse. No contact with children’s 
iss , Mild diarrhoea. D433 isolated 

Abdominal pain and swelling for one month. 
Recurrent pyrexia. Probably tuberculous 

ritonitis. In hospital 12/4/30 to 15/8/50. 
433 isolated 17/4/50. No diarrhoea. No 
contact with infants 

Mother of 3-months-old baby in_ hospital 
suffering from diarrhoea and vomiting and 
yy for D433. Mother had no upset. 

433 isolated 13/2/51 

Mother of 6-months-old baby suffering from 
diarrhoea and vomiting and positive for 
D 433. Mother had no upset. D433 
isolated 8/3/51 

Mother of 6-day-old premature baby suffering 
from diarrhoea and vomiting and positive 
for D 433. Mother had no upset 

Mother of 9-day-old baby suffering from 
diarrhoea and vomiting and positive for 
D 433. Mother had no upset 














Discussion 


As yet there is no direct proof that infantile diarrhoea 
and vomiting is caused by a type-specific coliform organism, 
though there is no doubt that a close relationship exists 
between the two. The various factors concerned in this 
relationship are obscure, and any information regarding 
the distribution of the organisms is important at this stage ; 
discussion of the present findings is directed towards this 
end so far as Bact. coli D 433 is concerned. 


The cases in this investigation may be considered mainly 
in three groups; (a) 794 adults who had no known con- 
nexion with infants infected with Bact. coli D433; (b) 44 
mothers of the infected babies ; and (c) 19 other adults in 
contact with infected babies. The numbers in the three 
groups are hardly comparable, and it is not proposed to 
attempt to draw any definite conclusions, but the following 
facts emerge: 


(a) Bact. coli D 433 is sometimes present in the faeces of 
adults who may or may not be suffering from diarrhoea. 
In the present series about 1 in every 200 cases was found 
to be so infected: it must be remembered that these were 
all hospital inmates and that this figure does not necessarily 
apply to the normal adult population. 


(b) Approximately 10% of mothers whose infants were 
positive for Bact. coli D 433 were found to be harbouring 
the organism. This figure is higher than that reported by 
Taylor et al. (1949), but is over a smaller number of cases. 
Nevertheless it seems to be quite definite that where there 
is an epidemic of infantile diarrhoea and vomiting associ- 
ated with Bact. coli D433 a certain proportion of the 
mothers of these infants will be found to be infected with 
the organism. These findings are not in accord with those 
of Rogers (1951), who did not find any type strains in 
adults during his investigations. One interesting point arises 
in connexion with Case 8. This mother had had no con- 
tact whatsoever with her baby from the moment of birth, 
yet both were positive for Bact. coli D 433. There was thus 
no post-natal chain of infection between them, and it can 
only be presumed that both mother and child received their 
infection in hospital. 


(c) The 19 adults, other than mothers, in daily contact 
with the infants excreting Bact. coli D 433 were found to be 
negative for the specific coliform. This finding is not easily 
understood, but it suggests that the organism is not readily 
passed from infant to adult. It might be supposed that the 
aseptic technique of handling the infants would explain this, 
but, during the epidemic in these neonatal nurseries, swabs 
taken from the cots, floors, and furniture of the wards con- 
cerned (much in the same way as described by Rogers, 1951) 
were practically all positive for D433, and it is difficult to 
see how so many adults could be in constant contact with 
infected ward furniture and yet remain free from the 
organism. In course of correspondence with Dr. W. 
Ferguson, Department of Health, Michigan, it was learned 
that he had isolated Bact. coli D 433 from an elderly man 
who was in hospital suffering from coronary disease: the 
hospital concerned housed numerous infants suffering from 
diarrhoea associated with the same specific coliform. This 
suggests that in this particular case the adult had become 
infected, directly or indirectly, by the infants. 

Walther and Millwood (1951) have described how they 
examined intestinal swabs from 50 post-mortem examina- 
tions and were unable to detect Bact. coli D433 in any 
case. The present negative findings with 167 similar swabs 
supports this work, but it is suggested that this is an aspect 
which requires further investigation, not of routine post- 
mortem material, but of selected necropsies where the sub- 
jects had suffered from diarrhoea of no known cause. 


Conclusion 


From the findings of this investigation it may be stated 
(a) that Bact. coli D 433 can be isolated from about 1 in 
200 adult hospital patients in this area ; (b) that up to 
10% of mothers of infected babies may also harbour the 
organism ; and (c) that it would appear that the normal 
adult does not become infected during contact with 
infants suffering from diarrhoea and vomiting associated 
with the specific coliform organism. No explanation 
has been found for the “ outbreak” of 14 adult cases 
previously reported. 


I am indebted to Dr. A. D. Briggs, medical superintendent of 
Stobhill Hospital, Glasgow, for permission to make use of clinical 
notes. My thanks are again due to Dr. Joan Taylor for much 
helpful advice and for the confirmation of the nine cultures. 
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The problem of anti-social gangs of adolescent boys is 
neither new nor confined to this country alone (Social 
Service, Summer, 1952). Causes of outbreaks of aggressive 
behaviour vary ; in occupied countries, for instance, separ- 
ation of children from their parents has led to the existence 
of gangs of wandering children living by their wits ; in New 
York increased racial tension led to outbreaks of gang war- 
fare in Harlem. The Central Harlem Street Club and the 
Barge. Boys’ Club in Wapping are two experiments started 
to cater for the needs of the so-called unclubbable and 
unattached group. There seems little doubt that acts of 
violence in some form or other are the main source of 
leisure occupation for the anti-social street gang. Remedial 
action must therefore concentrate on the socialization of the 
gang as a gang, and not on the individual members. The 
Wapping club experiment has taught a number of important 
lessons. Spontaneous groupings formed by young people 
without adult interference form a necessary basis for further 
work. With skilled guidance the group can help the indi- 
vidual to achieve a degree of maturity and stability which 
he would probably not be able to achieve on his own. 
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HUMAN SALMONELLA TYPHI MURIUM 
INFECTION DUE TO DUCK EGGS 


WITH SPECIAL REFERENCE TO FLOCKS OF 
DUCKS 


BY 


A. A. MILLER, M.D., D.P.H. 
From the Group Laboratory, Royal Infirmary, Preston 


In recent years increasing interest has been shown in 
the role of the duck in human Salm. typhi murium 
infections. That ducks may be symptomless faecal 
excreters of this organism and that their eggs, if in- 
gested, may cause acute gastro-enteritis are well- 
recognized and accepted facts. Although duck-egg 
infections have often been reported, the suspected eggs 
have less frequently been traced to the appropriate 
flocks of ducks and the necessary measures been 
taken to control or to eradicate the infection. 


The purpose of this paper is to describe two fatal and 
two severe cases of food-poisoning attributed to the eat- 
ing of duck eggs, in three of which the incriminated eggs 
were traced to the appropriate flocks of ducks by means 
of bacteriophage typing of the strains of Salmonella 
typhi murium and by agglutination tests on ducks’ sera. 
From the public health point of view this must be 
regarded as an important investigation. 


Case 1 


A fit and active man aged 58, who had had few illnesses 
in his lifetime, ate a raw duck egg on May 30, 1949, and 
within less than 24 hours developed severe abdominal pain 
and diarrhoea and, later, sickness and vomiting. During 
the next four days his symptoms became more severe. On 
June 3 he was acutely ill, with raised temperature, persistent 
and uncontrolled diarrhoea, and severe muscle cramps. He 
was profoundly shocked and dehydrated. His extremities 
were cold and blue. He was admitted to hospital on June 3 
and died the following day. The cause of death appeared 
to be acute septicaemia, probably due to saimonella 
infection. 

The necropsy examination, conducted less than 24 hours 
after death, revealed the signs of acute septicaemia : both 
lungs showed scanty subpleural petechial haemorrhages and 
their substance acute passive congestion. The heart showed 
clusters of petechial haemorrhages, mainly on the left 
auriculo-ventricular groove ; the right side was dilated and 
engorged. The mucosa of the jejunum and ileum was in- 
tensely congested and Peyer’s patches were enlarged and 
prominent. Both kidneys were small, with adherent cap- 
sules, and had the appearance of chronic nephritis. A post- 
mortem specimen of blood contained 253 mg. of urea per 
100 ml. The probable cause of death was acute septicaemia 
and uraemia. 

Cultures of post-mortem specimens of faeces, of stomach 
and small-bowel contents, and of urine gave heavy growths 
of Salm. typhi murium which belonged to Vi phage Type 2. 

Source of Infection.—The patient suspected the duck egg 
to have been the cause of his illness, although he thought 
it was perfectly fresh when he ate it. No portion of the 
suspected egg remained, and there were no more eggs in the 
house. As a result of inquiries it was learned that he had 
obtained half a dozen hen and duck eggs from a friend four 
days before his illness. The time of the laying of these 
eggs is unknown. The flock which had produced the in- 
criminated egg consisted of seven white Aylesbury ducks— 
six in lay and one not in lay—and one drake. They were 
all well-nourished healthy birds. There was no history of 
recent deaths or of illnesses among the ducks or among the 


hens. The duck eggs, after being cooked, had been eaten 
regularly by the family, which included children, without 
complaints or harmful results. 


Investigations 


Bacteriological Examination of Two Layings of Duck 
Eggs.—The technique of the duck-egg examination em- 
ployed was a modification of the method of Gordon and 
Buxton (1945). The first laying of six eggs from the six 
ducks in lay were not incubated before examination. One 
of the six eggs examined yielded a scanty growth of Salm. 
typhi murium, the positive culture being obtained from a 
mixture of white and yolk, while the cultures from the 
yolk and the white alone, and also from the shell, gave 
negative results. The second laying of eggs from three 
ducks were examined after six days’ incubation at 37° C. 
One of the three eggs gave a scanty growth of Salm. typhi 
murium. Again the positive culture was obtained from a 
mixture of the yolk and white, but not from the yolk and 
white alone nor from the shell. Both strains of Salm. typhi 
murium belonged to Vi phage Type 2. Blood samples for 
agglutinins to Salm. typhi murium were not obtained from 
the ducks either before or at the time of the layings. 

Post-mortem and Bacteriological Examination of Ducks. 
—On July 12 the whole flock of seven ducks and one drake 
were killed and specimens of blood withdrawn from the 
neck veins of each bird to test for agglutinins to Salm. typhi 
murium. The blood samples were examined for O and H 
specific agglutinins and also for salmonella group H agglu- 
tinins, using suspensions obtained from the Standards 
Laboratory at Colindale. The results in the Table show 


Summary of Investigation of a Flock of Seven Ducks and One 
Drake. Egg Layings and Post-mortem Specimens 





Duck:{ 1 | 2] 3 | 4] 5 |e@cxel 7 | 8 





Cultures during 
life: 


e: 
Ist laying of 6 
eggs (1*) 
2nd laying of 
3 eggs (1*) 
Cultures post 
mortem: 
(a) Faeces .. 
(6) Ovaries . . 


Agglutination 
titres (P.M. 
sera): 

Salm. typhi 
murium H (i)| 1:250] Nil | 1:50 | Nil | 1:1,250) Nil 1:500 | 1:1,250 
Salm. typhi 


murium O | 1:50 » | Nil oo BERS T oe 1:25 [1:25 
Salm. group H| 1:125]1:25}1:125} ,, |1:250 9 1:250] 1:250 


+1 
+t 


(Testes) 





























_ Nil = no agglutination at 1:25 and upwards. + = Salm. typhi murium 
isolated. — = no salmonellae isolated. 
* Positive to Salm. typhi murium. 


positive reactions in the sera of five ducks, while the drake 
and two ducks were negative. Post-mortem examinations 
were performed on each of the ducks and on the drake. The 
entire ovaries together with specimens of faeces were 
removed from the seven ducks, and a specimen of faeces 
and of the testes from the drake. Specimens of the other 
abdominal organs were not examined. The entire ovaries 
and the testes were cut into small portions with sterile 
scissors and placed in 100-ml. quantities of selenite F and 
tetrathionate broth, which after 24 and 48 hours’ incubation 
at 37° C. were plated out on desoxycholate citrate agar. 
Salm. typhi murium was identified by biochemical tests and 
by slide agglutinations with the specific sera, and was con- 
firmed in each case by serial tube agglutinations to titre. 
Salm. typhi murium was isolated from the intestinal tract 
of one duck, from one ovary of a second duck, and from 
the intestinal tract and the ovary of a third duck (see Table). 
Cultures of the specimens from the remaining four ducks 
and also from the drake gave negative results. This investi- 
gation may be summarized as follows : The same Vi phage 
type of Salm. typhi murium was isolated from two out of 
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nine eggs laid by six ducks, from the intestinal tract of 
one duck, from the ovary of a second duck, and from both 
the intestinal tract and the ovary of a third duck. 


Case 2 


A woman aged 30 suffered a severe attack of acute gastro- 
enteritis on October 2, 1949, a few hours after eating a fried 
duck egg for breakfast. Her husband, who also ate a fried 
duck. egg cooked at the same time as his wife’s, suffered no 
ill effects. On further inquiry the patient stated that her 
own egg was probably underdone. The illness continued for 
about one week, with high temperature, severe abdominal 
pain, vomiting, and diarrhoea. In about a fortnight she was 
convalescent. Bacteriological examination of specimens of 
faeces yielded heavy growths of Salm. typhi murium which 
belonged to Vi phage Type 4. 

Source of Infection—The incriminated duck egg was 
traced to a farm with a flock of 50 ducks. Their eggs were 
normally delivered to a packing station. The sanitary 
inspector considered the duck premises satisfactory. The 
birds drank from troughs, which were emptied and cleansed 
daily, and they had cabins to lay in. There was no history 
of deaths or of recent illnesses among the ducks. 

An interesting sidelight was thrown on the potential in- 
fection in this flock of ducks by an incident which took 
place in the farmer’s home. On September 10 the farmer 
and his sister, who were the sole occupants of the farm, 
became ill after eating ice-cream composed of goat’s milk, 
sugar, cornflour, and duck eggs; it was prepared in the 
following way: On the evening of September 9 the milk 
was boiled and sugar and cornflour were added. No 
attempt was made to hasten the cooling, and while the 
mixture was stili warm four duck eggs were added and the 
mixture was left to cool overnight. Next morning the 
“mix” was cooled with ice in a double-jacketed container. 
Within an hour of eating this ice-cream the farmer com- 
plained of vomiting, abdominal pain, and diarrhoea. His 
sister had a similar attack of acute gastro-enteritis the fol- 
lowing day. Specimens of faeces had not been examined 
either during these attacks or immediately after, but at the 
time of this investigation, about a month later, the farmer, 
who still suffered from bouts of diarrhoea, was found to 
be a faecal excreter of Salm. typhi murium. Cultures of 
faeces from the farmer and his sister gave profuse growths 
of Salm. typhi murium, both strains belonging to Vi phage 
Type 4. 

Investigations 

Bacteriological examination of two layings of duck eggs 
at an interval of seven days was carried out. The eggs from 
six ducks on each of two layings (12 eggs in all) were 
examined for salmonellae, with negative results. 

The examination of cloacal swabs from 39 ducks, all of 
which were taken on the same day and about the time 
of the laying of the eggs, produced one culture of Salm. 
typhi murium, which belonged to the same Vi phage type 
as the strains isolated from the farmer and his sister, and 
also from the patient. 

The results of testing blood samples from each of the 
50 ducks showed that almost the whole of the flock was 
infected. Only one duck serum gave negative readings 
against the three standard suspensions. The serum of the 
duck which had produced a positive cloacal culture showed 
titres of H 1:250, O 1:125, Group H 1:250. 


Case 3 


A woman aged 56 ate a lightly poached duck egg on 
November 29, 1949. In less than 48 hours she complained 
of abdominal pain, diarrhoea, and sickness ; her condition 
gradually worsened and she was admitted to hospital on 
December 5, dying the same day. She had suffered a 
fulminating attack of gastro-enteritis of about four days’ 
duration. It is interesting to note that the other members 
of her family had eaten hard-boiled duck eggs at the same 
meal without suffering ill-effects. 


The necropsy examination performed about 12 hours 
after death revealed signs of toxaemia. The meninges 
showed intense congestion and the lungs passive congestion ; 
the heart appeared normal; the stomach and small and 
large intestines showed marked peritoneal and mucosal in- 
jection; the liver showed acute passive congestion and 
diffuse fatty change ; the kidneys were congested. A post- 
mortem specimen of blood contained 160 mg. of urea per 
100 ml. The remainder of the abdominal organs appeared 
to be normal. Post-mortem specimens of faeces and of 
stomach and small-bowel contents yielded heavy growths of 
Salm. typhi murium, Vi phage Type 4. 

Examination of faecal specimens from the remainder of 
the family showed that one of the children was a symptom- 
less faecal carrier of Salm. typhi murium which belonged to 
the same Vi phage type. 

Source of Infection—The duck eggs consumed by the 
family had been obtained from a small farm which kept a 
flock of 24 ducks. The sanitary inspector reported favour- 
ably on the duck premises. There had been no illnesses or 
deaths among the birds. ‘ 


Investigations 


Bacteriological examination of two layings of duck eggs, 
produced at an interval of ten days, was carried out. The 
eggs from 6 and 17 ducks examined for salmonellae after 
seven days’ incubation at 37° C. gave negative results. 

Blood samples taken from each of the 24 ducks and from 
each of 9 ducks, ten and three days respectively before the 
first laying of eggs, were examined for agglutinins to Salm. 
typhi murium. The results showed positive reactions in 17 
sera, while 7 were negative in the dilutions used. The titres 
of 9 sera repeated at an interval of one week showed no 
significant differences. 

Cloacal swabs taken from 24 ducks on the same day as 
the first blood samples were obtained gave negative results 
for Salm. typhi murium. 

Although the duck eggs and the cloacal swabs produced 
negative findings, the agglutination tests showed that prac- 
tically the whole flock was infected. About two months 
later the 24 birds were killed, but permission for post- 
mortem examinations was withheld. 


Case 4 


A man aged 43 consumed a raw duck egg in milk on 
November 28, 1949. He had not eaten a raw duck egg 
before. The following morning he complained of general 
malaise, of cold and shivering, and of headache, and in 
the evening of abdominal pain, sickness, and diarrhoea. 
Two days later he was admitted to hospital with a very 
severe attack of gastro-enteritis, which lasted for about three 
weeks. He made a slow convalescence. Cultures for faeces 
gave heavy growths of Salm. typhi murium which belonged 
to Vi phage Type 4. 

Source of Infection—lInvestigations revealed that the in- 
criminated duck egg was one of four purchased from an 
egg-packing depot which received both hen and duck eggs 
from many sources, but for the period in question from 
three main sources, all of which were investigated. It is 
interesting to note that the three remaining eggs were used 
for a home-made cake which was eaten by the man’s wife 
and daughter without ill effects. 


Investigations 

This investigation proved to be more difficult than the 
previous ones. Two of the flocks were of a reasonable 
size, but the third numbered some 3,000 ducks. It was 
decided, therefore, to investigate the whole of two flocks 
and a proportion of the third flock. 

The examination of cloacal swabs from 47 ducks, which 
composed one flock, gave negative results. The examina- 
tion of 12 eggs, laid by 12 ducks, after seven days’ incuba- 
tion at 37° C., also gave negative results. The examination 
of duck sera for agglutinins to Salm. typhi murium showed 
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that 18 were positive reactors, the remainder being negative 
in the dilutions used. Both the bacteriological and the sero- 
logical examinations were carried out within a few days of 
each other. 

The second flock comprised 27 ducks. Cloacal swabs 
from each of these and four eggs from four ducks were 
negative for salmonellae. The examination of blood sera 
from the 27 ducks showed that all were negative reactors 
in the dilutions used. 

From the large flock eggs only were examined : 24 eggs 
from 24 ducks gave negative results for Salm. typhi murium. 
Two of the egg-shells, however, gave profuse growths of 
Salm. thompson. 

Discussion 

Many writers since Le Cog (1906) have shown that duck 
eggs can cause human infections due to Salm. typhi murium 
and Salm. enteritidis of Gaertner. Scott (1932) investigated 
three cases of acute gastro-enteritis due to Salm. typhi 
murium—one in each of three families—which followed the 
consumption of a duck egg. In each case he isolated the 
same organism from the patient and from the eggs laid by 
the corresponding flock of ducks. All the ducks (nine) in 
one of the flocks were infected, Salm. typhi murium being 
isolated from post-mortem specimens of spleens, ovaries, 
and intestinal contents. 

Since then Gordon and Buxton (1945) have produced still 
more convincing evidence showing that the duck egg is a 
potential source of human gastro-enteritis. They reported 
a fatal case of Salm. typhi murium infection in a man aged 
49, following the consumption of a fried duck egg, which 
they were able to trace with certainty to a particular flock 
of ducks. They isolated the same Vi phage type of Salm. 
typhi murium from three of sixteen eggs laid by four ducks, 
from the ovaries of two ducks, and from the intestinal tract 
of a third duck, comprising the flock from which the 
suspected egg was obtained. 

The findings in the first and second investigations in the 
present article are as convincing as those of Gordon and 
Buxton. In the third investigation the evidence must rest 
on the presence of agglutinins to Salm. typhi murium 
demonstrated in the sera of 17 of the 24 ducks. 

The findings in these investigations stress not only the 
potential dangers of the duck egg as a source of salmonella 
infection in man but the diagnostic significance of the 
agglutination tests in detecting infected ducks. The results 
of single blood tests taken from most of the flocks may not 
be reliable, because, as Warrack and Dalling (1933) point 
out, the agglutinating titres fluctuate from high to consider- 
ably low figures over the short periods (four months) during 
which repeated tests were performed. However, the same 
authors (1932) also state that repeated agglutination tests 
done on two small flocks of 12 and 18 birds during observa- 
tion periods of one and twelve months showed that negative 
reactors remained negative and positive reactors remained 
positive. They expressed the hope of cleaning up an in- 
fected flock by eliminating positive reactors and keeping 
negative reactors under subsequent observation. 

This brings the agglutination tests in ducks into line with 
the long-accepted tests of pullorum and gallinarum in 
chickens (Felix, personal communication, 1950). 

Regarding the agglutinating reactions in avian sera, the 
titres accepted as significant are usually those accepted for 
human sera. Specific H agglutinin may be accepted in a 
dilution of less than 1:100, probably 1:25 or even 1:20. 
Sera reactions to BO suspensions prepared by the Standards 
Laboratory are usually found in dilution greater than 1 : 100. 
Although salmonella group H agglutinins in avian sera are 
not in themselves significant, they become no less significant 
than specific H agglutinins if present in a flock which is 
known to be infected. In the second flock of ducks the 
employment of group H suspensions helped to pick out 10 
or 11 positive reactors, which otherwise would have been 
missed. 


Although irrelevant to this discussion, the isolation of 
Salm. thompson from the shells of two of the eggs laid by 
two ducks is a finding of some intérest. This salmonella has 
been isolated much more frequently from hens and chicks 
than from ducks and ducklings. Buxton (1948) isolated it 
from three diseased ducklings. 


Summary 

The investigations which followed two severe and two 
fatal cases of Salm. typhi murium infection, attributable 
to the eating of duck eggs, are reported. 

In the first and second cases the incriminated eggs 
were successfully traced to two flocks of ducks. The 
flock to which the third egg was traced was the probable 
source, but the attempt to trace the source of infection 
in the fourth case was unsuccessful. 

In the first infection tiie same Vi phage type of Salm. 
typhi murium was isolated from two out of nine eggs 
laid by six ducks, and from the ovary of one duck, from 
the intestinal tract of a second duck, and from both the 
ovary and the intestinal tract of a third duck—these 
composing the flock from which the suspected egg was 
obtained. The agglutinating titres showed that five out 
of six ducks were positive reactors. 

In the second investigation Salm. typhi murium Vi 
phage Type 4 was isolated from the patient, from the 
farmer and his sister, and also from one cloacal swab 
obtained from the flock of ducks to which the suspected 
egg was traced. Practically all the ducks in this flock 
were positive reactors. 


I am indebted to Dr. A. Felix for typing the strains of Salm. 
typhi murium and for his interest, advice, and encouragement ; 
to Mr. A. Buxton for advice regarding positive agglutinating 
titres in ducks’ sera; to a number of sanitary inspectors for 
collecting most of the specimens; and to Mr. G. Sharratt and 
Mr. F. Ramsden for invaluable technical assistance. 
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An article in New Era, the magazine of the World 
Veterans Federation (27, Rue de la Michodiére, Paris, 2°), 
describes a machine for reading to the blind, invented by 
Walter Blum, a German electrical engineer, which is said 
to be an advance on any hitherto constructed. It consists 
of a moving tube with a light and a lens which moves 
along each line of print in turn in a book and forms an 
image successively of each letter in the row on a little 
window at the back, close to a photoelectric cell but separ- 
ated from it by a kind of shutter, a disk rotating at 600 r.p.m. 
This disk has cut out of it all the letters of the alphabet. 
When the image of the printed letter falls through its own 
cut symbol on the disk the photoelectric cell is activated, 
and this is the signal for the machine to “speak.” It does 
this by selecting from its library of sounds recorded on a 
magnetic tape (like a B.B.C. recording), which is moved in’ 
step with the whirling disk. Thus when the letters 0, n pass 
successively under the machine, its loudspeaker plays its 
recording of someone saying “on” rather mechanically. 
The machine is suitable for reading German or Italian, 
which are written much as spoken, but is useless at English. 
It can also be used for printing a Braille version from ordi- 
nary printed matter, without the intervention of an operator. 
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First Assistant in Gynaecology and Obstetrics, 
St. George's Hospital, London 


The problem of pregnancy in relation to pelvic tuber- 
culosis is receiving increasing .attention. Two patients 
seen recently illustrate some aspects of this question. The 
first was known to have pelvic tuberculosis, the diagnosis 
being made at laparotomy. An intrauterine pregnancy 
began and spontaneous abortion occurred. The second 
patient had an uneventful pregnancy, labour, and puer- 
perium. The infant was healthy and has remained so. 
Six months after confinement treatment was sought for 
dyspareunia. Tender adnexal swellings were found. 
Bilateral pyosalpinges and an intramural abscess of the 
right cornu of the uterus were removed at laparotomy. 
These proved to be tuberculous. 


Case 1 

On September 2, 1946, the patient attended the hospital. 
She was 23 years old and had been married two years. 
She had four symptoms: pain in lower abdomen and back 
for nine months ; excessive loss at the periods ; sterility of 
two years’ duration ; and painful intercourse for nine months. 
The only physical abnormality detected was an ill-defined 
tender swelling in the left fornix. On September 8 she was 
admitted for examination under anaesthesia. This revealed 
a prolapsed left ovary but no other pelvic abnormality. Re- 
examination without anaesthesia confirmed the deep tender- 
ness on the left side, and operation was advised to cure the 
dyspareunia. 

Laparotomy was performed on September 11. On open- 
ing the abdomen it was found that the posterior surface of 
the uterus, the ovaries, the Fallopian tubes, and the posterior 
surface of the broad ligaments were studded with tiny 
tubercles. A portion of the omentum was similarly affected 
and adherent to the parietal peritoneum ; part of the omen- 
tum was removed and sent for pathological examination. 
Both ovaries were prolapsed. The ovarian ligaments were 
shortened and ventrosuspension was performed. The patho- 
logical report stated that the omentum was very congested, 
possibly owing to operative trauma. Convalescence was 
uneventful, and the patient was discharged on September 29. 
She attended the follow-up clinic on November 11, by which 
time the pain and dyspareunia had ceased, the uterus was 
well anteverted, and there appeared to be no indication for 
further treatment. . 

On May 19, 1948, she was admitted as an emergency 
case, complaining of attacks of lower abdominal pain and 
shivering for the past three days, pain on passing urine, and 
heavy losses at the periods. On admission the temperature 
was 103° F. (39.4° C.). Bilateral tender tubal swellings were 
found on pelvic examination. A diagnosis of salpingitis 
was made and chemotherapy begun. The white-cell count 
was 20,000 per c.mm. (polymorphs 83%, lymphocytes 12%, 
monocytes 5%). The pyrexia slowly subsided during the 
next five days. On May 27 the temperature was normal. 
The bilateral tubal swellings were larger and extended about 
3 in. (7.5 cm.) above the pubis. The white-cell count was 
11,200 per c.mm. On June 24 the general condition was 
satisfactory. The white-cell count was 8,400 per c.mm. ; 
the pelvic swelling was much smaller. Short-wave diathermy 
to the pelvis was begun. The patient was discharged on 
June 12. On July 19 she attended the follow-up clinic. 
There were no symptoms, but on pelvic examination a tender 
tubal swelling was still present behind the uterus, and lapar- 
otomy was advised. 

On August 15 she was readmitted. A pre-operative course 
of chemotherapy was started. Laparotomy, performed on 


August 23, revealed extensive intra-abdominal adhesions 
between the omentum, intestines, uterus, Fallopian tubes, 
and bladder, and multiple fine tubercles on the pelvic 
viscera. The right Fallopian tube was grossly enlarged 
and surrounded by dense adhesions. The uterus was 
slightly enlarged, as was the left Fallopian tube. The 
adhesions were so dense that no plane of cleavage could 
be found. A piece of omentum removed for histological 
examination showed numerous typical giant-cell systems 
scattered throughout the tissue. On August 24 a small 
haemoptysis occurred. Radiological examination of the 
lungs revealed an area in the right mid-zone suggestive 
of bronchiectasis. The patient was transferred to the chest 
unit on August 28. The erythrocyte sedimentation rate was 
raised and slowly fell to normal. The sputum was repeatedly 
examined, but no tubercle bacilli were found. Periodical 
radiological examination of the lungs revealed no abnor- 
mality, the earlier shadow having vanished. A low-grade 
pyrexia continued, and abdominal and pelvic pain persisted. 

A course of streptomycin, 0.5 g. twice daily, was begun 
on November 25. The patient had not received strepto- 
mycin previously. The course was completed on January 
5, 1949; a total dosage of 30 g. was given. 

Gynaecological examination on January 17 revealed a 
mass approximately 3 to 4 in. (7.5 to 10 cm.) in diameter 
in the region of the right ovary ; no other abnormality was 
detected. 

The patient remained under observation and gradual 
resumption of activity was allowed. She was discharged 
from the chest unit on March 5. 

On November 23 she attended the orthopaedic depart- 
ment because she had developed pain and stiffness in the 
left shoulder. Arthrodesis of the left shoulder was per- 
formed for caries sicca in December, 1949. At a further 
operation on the same joint in November, 1950, a portion 
of the capsule was excised and examined histologically. 
This confirmed tuberculosis of the shoulder-joint. The 
patient remained under the care of the orthopaedic follow- 
up clinic. 

On May 21, 1951, she attended the gynaecological out- 
patient department. Her last menstrual period had begun 
on March 15; her periods had been regular until then. On 
May 15 she had started to bleed. She had been seen at 
another hospital and had been told that she was pregnant. In 
view of her history pregnancy seemed a most unlikely diag- 
nosis. The uterus was enlarged and softened, but did not 
feel as soft as a normal healthy pregnant uterus. A preg- 
nancy test (Geist-Salmon-Frank) was performed to satisfy 
the patient, who was desperately keef to have a child. The 
pregnancy test was positive. 

The patient was admitted on May 29. Since last seen 
she had had more vaginal bleeding, and this had been 
accompanied by lower abdominal pain. The pelvic physical 
signs had not changed. Doubt was thrown on the result of 
the pregnancy test ; this was repeated, but was again posi- 
tive. The patient was treated for threatened abortion. On 
June 14 a further pelvic examination revealed no change in 
the pelvic signs. A further pregnancy test was positive. 

On June 22 the patient aborted, typical chorio-decidual 
tissue being passed. Evacuation of the uterus was performed 
on June 25; a small amount of chorio-decidual tissue was 
obtained. Post-operatively, blood transfusion was given. 
Convalescence was otherwise uneventful. She was dis- 
charged on July 8. 

The patient attended the follow-up clinic on July 30; 
she was then in good health. The pregnancy test was 
repeated and found to be negative. The patient has been 
advised to attend periodically for assessment. 


Case 2 
This patient, aged 22, was first seen on March 14, 1950, 
at the antenatal clinic; this was her first pregnancy. She 
was three months pregnant, obstetrically straightforward, 
and gave no history of any serious illness in the past. 
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Spontaneous delivery of a full-term normal female infant 
occurred on September 22. The birth weight was 5 Ib. 9 oz. 
(2.5 kg.), and the puerperium was normal. On November 1 
she attended the post-natal clinic and no abnormality was 
detected apart from a slight greenish vaginal discharge. On 
November 29 the vaginal discharge was mucoid. 

On March 14, 1951, the patient came to the post-natal 
clin‘c. Her symptoms were dyspareunia for a month and 
lower abdominal pain, like period pains, since January. The 
periods had recommenced in February. Pelvic examination 
showed a slight greenish mucopurulent discharge and tender 
bilateral adnexal swellings thought to be enlarged prolapsed 
ovaries. 

She was admitted on April 2, when the only additional 
history obtained was of severe dysmenorrhoea since 1948. 
Laparotomy was performed on April 4. Bilateral pyo- 
salpinges, an intramural abscess at the right cornu of the 
uterus, and a few pelvic adhesions were found. The ovaries 
were normal. Bilateral salpingectomy, right cornuectomy, 
ventrosuspension, and appendicectomy were performed. 
Histological examination showed evidence of tuberculous 
infiltration of the tubes, and a few acid-fast bacilli were 
demonstrated. 

A course of streptomycin, 1 g. twice daily for 14 days, 
and para-aminosalicylic acid, 15 g.-daily, were prescribed. 
Radiological examination of the lungs and thoracic and 
lumbar vertebrae revealed no abnormality. No tubercle 
bacilli were isolated from the urine. The erythrocyte sedi- 
mentation rate was not raised. The patient was transferred 
to a convalescent home on May 3. 


Discussion 


The frequency with which pregnancy occurs in the 
presence of pelvic tuberculosis is difficult to assess for the 
following reasons : (1) the incidence of unsuspected pelvic 
tuberculosis in apparently healthy females is unknown ; (2) 
pelvic tuberculosis may be first discovered after pregnancy 
has occurred; (3) in proved cases of pelvic tuberculosis 
pregnancy has rarely been reported. 


1. Incidence of Unsuspected Pelvic Tuberculosis 


The diagnosis of early cases of pelvic tuberculosis is 
notoriously difficult to make with certainty, even if the 
possibility is considered. The condition may be discovered 
at laparotomy or during investigations for sterility. The 
general impression obtained from surveying the literature 
is that pelvic tuberculosis is more common than is usually 
assumed. This fact is stressed by a number of writers, 
including Berkeley (1903), Sutherland (1943, 1950), Held 
(1947a, 1947b), Rabau (1950), and Halbrecht (1951). 


2. Pelvic Tuberculosis First Discovered after Pregnancy 


In such cases, as in the second patient described above, 
it remains uncertain which occurred first, the pregnancy or 
the pelvic tuberculosis. In the literature there are a number 
of records of patients who became pregnant and were found 
to have pelvic tuberculosis. 

The Pregnancy may be Extrauterine-—Taylor (1910) stated 
’ that he had seen seven cases. Stevenson and Wharton (1939), 
Stein (1939), Bushby and Fisher (1940), Bland (1940), Hicks 
(1942), Shannon and Heller (1943), Mann and Meranze 
(1944), and Geisendorf (1950) describe single cases of an 
ectopic pregnancy in the presence of tuberculous salping- 
itis. Pink (1944) details the case record of a patient who 
had a second ectopic pregnancy two years after the first ; 
tuberculous salpingitis was present on both occasions. 

The Pregnancy may be Intrauterine—Cooper in 1858 
described the post-mortem findings of a case of rupture 
of the uterus, in the third month of pregnancy, from 
tuberculous degeneration of the fundus. Vineberg (1903) 
stated: “The occurrence of pregnancy in tuberculosis of 
the uterus is not an improbable event . . . Thom, Schmorl, 
and Kockel have each reported a case of tuberculosis of 
the endometrium which had reached the stage of caseation, 
yet the pregnancy went to full term.” 


Abortion may Occur.—Wiseman and Retan (1927) de- 
scribed a case of abortion at the fifth month which was 
followed by severe post-abortive fever. The patient died 
four months later, the pyrexia not having subsided. At 
necropsy tuberculous endometritis, bilateral salpingitis, 
tuberculous peritonitis, and generalized miliary tuberculosis 
were found. Puxeddu (1940) described similar necropsy 
findings following an abortion. 

A Viable Child may be Born.—A severe puerperal pyrexia 
may occur, leading to maternal death. Patoir; Decoulx, 
and Patoir (1937) described a maternal death in the 
puerperium. At necropsy advanced pelvic tuberculosis was 
found. Puxeddu (1940) reported the necropsy findings in 
two women, one dying in the puerperium and the other two 
months after confinement. In both cases advanced pelvic 
tuberculosis involving the uterus was found. 

Jacob (1945) wrote about a new case of miliary tubercu- 
losis in the puerperium, from genital tuberculosis. The 
patient gave birth to twins, who remained healthy. Severe 
puerperal pyrexia occurred and the mother died six weeks 
after delivery. At necropsy tuberculosis of the uterus and 
Fallopian tubes with generalized miliary tuberculosis was 
found. Georgescu et al. (1949) reported a case of maternal 
death on the ninth day of the puerperium. The baby had 
been delivered by forceps and puerperal pyrexia occurred. At 
necropsy pelvic tuberculosis and general miliary tubercu- 
losis was found. The child died of bronchopneumonia 
at 3 months. Not all cases end as tragically as those 
just described. Herring and King (1950) described the case 
of an apparently healthy woman who had a normal confine- 
ment. Puerperal pyrexia developed, which settled only after 
she had received streptomycin. The mother and baby were 
discharged ; both seemed fit. The baby died, when 22 days 
old, from miliary tuberculosis of the lungs. The mother 
was re-examined ; no abnormality was found in the lungs. 
Tubercle bacilli were grown from the cervix. Tuberculous 
endometritis and cervicitis was diagnosed by curettage and 
biopsy. The patient was treated with streptomycin. Four 
months later no evidence of tuberculosis could be found on 
curettage. 

In all these cases there was no concrete evidence that 
pelvic tuberculosis existed before pregnancy occurred. The 
assumption is that pelvic tuberculosis probably existed in a 
latent form. 


3. Pregnancy Rare in Patients with Pelvic Tuberculosis 


Fruhinsholz and Feuillade (1924), in their classical paper 
dealing with utero-adnexal tuberculosis and pregnancy, 
referred to cases reported by various observers of normal 
pregnancy following conservative surgery for pelvic tubercu- 
losis. They described the case of a patient who had a baby 
when she was 21. At 35 she had a conservative operation 
for pelvic tuberculosis, and after that had two abortions 
and then a normal delivery. 

Pink (1944) recorded a second ectopic pregnancy in the 
presence of tuberculous salpingitis. Roulland (1947) de- 
scribed two cases of normal pregnancy and confinement 
following conservative operations for pelvic tuberculosis. 
Ewart Williams (1951) referred to a proved case of pelvic 
tuberculosis: the patient had been under the care of Mr. J. 
Stallworthy, and had been treated with streptomycin and 
P.A.S. Subsequently she became pregnant. 


Summary and Conclusions 

Two cases are reported—one of the abortion of an 
intrauterine pregnancy in a patient with diagnosed pelvic 
tuberculosis, the other of pelvic tuberculosis discovered 
six months after a normal confinement. 

A brief review of the literature dealing with pelvic 
tuberculosis and pregnancy is given. 

The possibility of exacerbation of unsuspected pelvic 
tuberculosis following an apparently normal healthy 
pregnancy is emphasized. 








130 Jury 19, 1952 


PELVIC TUBERCULOSIS AND PREGNANCY 


BRITISH 
MEDICAL JOURNAL 








The frequency with which pregnancy occurs in the 
presence of pelvic tuberculosis is unknown. Prob- 
ably many cases have not been reported because the 
diagnosis had not been established before pregnancy 
oc¢urred. Recently a patient was seen in the antenatal 
clinic who four years previously had had bilateral tubal 
swellings which were thought to be tuberculous salping- 
itis. Should pregnancy occur it may be extrauterine, 
or, if intrauterine, abortion may ensue. There is sugges- 
tive evidence that unsuspected pelvic tuberculosis may 
rapidly progress in the presence of advanced pregnancy, 
possibly resulting in the death of the mother or infant, 
or both. To what extent modern antibiotics may alter 
the prognosis remains for future assessment. 


I am indebted to Mr. C. M. Gwillim, who suggested reporting 
the first case, for his help, encouragement, and criticism in the 
preparation of this paper, and to Mr. A. H. Charles for 
permission to report the second case. 
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A Lithopaedion in Twins 


A married woman aged 29 first attended the surgery towards 
the end of July, 1950. Her period starting on June 14 had 
lasted only four days instead of the normal seven days, but 
the one before that had been at the beginning of May, 
making a six-weeks interval. Up to this time her periods 
had been quite regular. She was the mother of one child, 
then nearly 18 months old. After that confinement, which 
was perfectly normal, she had a retroverted uterus and a 
cervicitis for which cauterization was done. The uterus 
was replaced and a pessary inserted; but this failed to 
correct the retroversion, for which no further treatment was 
given, as it was not causing any symptoms. 

At this time (July 18) it was presumed that she was five 
to six weeks pregnant and she was told to report again in six 
weeks’ time unless there was any further trouble. 

She next attended in the middle of September, when the 
uterus was found to be about the size of a 16-18 weeks’ 
gestation. It was ascertained that there had been twins on 
the maternal side two generations previously, and an aunt 
of the father was also one of twins. The question then 
arose whether there were twins present, or whether the last 
period should be taken as the one at the beginning of May, 
either of which would fit in with the size of the uterus. 


A month later the patient complained of pain low down 
in the right side. Examination revealed the uterus to be 
now almost to the umbilicus, with tenderness on the right 
side, about 2 in. (5 cm.) below McBurney’s point. The B.P. 
was 110/70 and the urine was negative, including a culture. 
The temperature, pulse, and respirations were normal. The 
patient was kept under observation, but, in view of the fact 
that there was no vaginal loss and the pain subsided gradu- 
ally, nothing further was done at that time. 

By the middle of December the uterus was a little less in 
size than one of 30 weeks. The foetal heart seemed to be 
normal and the position was R.O.A. The patient herself was 
very well. As the baby did not appear very large it was 
presumed that the period in June was the last normal one, 
and that the expected date of delivery would be March 21, 
1951. 

When she was examined at the end of January, 1951, the 
uterus was equivalent to one at 34 weeks and a breech 
presentation was found. The foetus was easily turned to 
a vertex position, and the head slipped into the pelvis very 
easily. Nothing abnormal was ngted on vaginal examina- 
tion. The baby still seemed to be on the small side, with a 
fair amount of amniotic fluid. X-ray examination showed 
one foetus, with no abnormality. The position was now 
R.O.A. The patient was seen again in one month, when 
everything seemed quite normal. The foetal heart was 
heard. The B.P. was 110/70, the urine was clear, and the 
position was still R.O.A. with the head engaging. 

As the patient had not been confined at the beginning of 
April, when she was two weeks overdue, a medical induction 
was carried out, and she went into labour immediately. 
While in labour a rectal examination revealed a ? prolapsed 
arm. A vaginal examination was done, and she was found 
to be three-quarters dilated, with a thin firm mass beside the 
head which felt like an arm, but was definitely not one. 
As there was plenty of room for the head, and the pains 
were strong and every two minutes, labour was allowed to 
continue under strict observation. A little over an hour 
later the patient was fully dilated. Coming down in front 
of the head was the mass which had felt like an arm and 
which was now found to be an almost completely calcified 
foetus, with the back presenting; the whole thing being 
curled round the occiput of the after-coming baby. No 
difficulties were presented, and a living female child of 5 Ib. 
4 oz. (2.4 kg.) was delivered. 

Examination of the placenta revealed an infarction about 
the size of a duck’s egg in the place where the cord of 
the lithopaedion arose. This calcified foetus was one of 
about four months, and the cause of the pain in the right 
side at about the fourth month could now be attributed to 
the infarction. 


COMMENT 


Masson and Simon (1928) state: “ Lithopaedion is invari- 
ably the result of extrauterine pregnancy. It is extremely 
doubtful if a foetus retained within a normal uterus ever 
undergoes this transformation, because there the occurrence 
of infection leads rather to destruction of the tissues of the 
foetus and skeletonization.” Cave (1937), reporting a case 
of lithopaedion, states that the pregnancy must be extra- 
uterine. It is true that about half a dozen cases of intra- 
uterine lithopaedion are reported in the very early literature ; 
but since none have appeared within the last hundred years 
their authenticity must be regarded with extreme scepticism. 

It is to be assumed, therefore, that the above is an unusual 
case of one foetus, in a twin pregnancy, dying owing to an 
infarction or a small haemorrhage in the neighbourhood of 
the cord, and becoming almost completely calcified. 


J. KEELING Roserts, M.R.C.S., L.R.C.P. 
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A Case of Lithopaedion in a Central 
African Woman 


Although the occurrence of a lithopaedion usually arouses 
great interest and few have escaped publication, the actual 
number reported is small. After a few reports in the early 
medical literature nothing was published on this subject 
until Kiichenmeister compiled a classification about 1880 
and Strauss reported on the 46 then known cases a few 
years later. Since then few cases have remained unpub- 
lished. According to the literature available to me, which 
is probably not complete, 196 cases were recorded by 1937. 
The present case justifies publication, as it concerns a 
Nyasa woman, and I have not been able to find a single 
report dealing with an African woman. Most of the 
reported cases were diagnosed and operated on, and 
recovery was uneventful. I have traced only two cases 
similar to the present one, in which the lithopaedion was 
discovered accidentally during post-morfem examination. 


NECROPSY REPORT 


The body was that of an adult African woman between 
40 and 50 years of age, undernourished, and without signs 
of violence or injury. On external examination an old 
subluxation was detected on her left shoulder. The right 
side of the abdomen showed a bulge which was palpable 
as a large, freely movable tumour, hard as a stone. On 
opening the abdomen a large white tumour could be seen 
lying unattached in the abdominal cavity, covered by slightly 
adherent omentum, which was easily detached. The tumour, 
quite free, could be lifted out of the abdomen. No patho- 
logical changes were found in any of the abdominal organs, 
particular attention being given to the reproductive organs. 
The uterus was small, and had almost the appearance of 
a virginal uterus. The Fallopian tubes were in their normal 
position and showed no change, and the fimbriae were close 
to the normal ovaries ; in fact, the opened abdomen looked 
like the picture in an anatomical atlas. 

On examination of individual organs no scars which 
might have been the result of a rupture could be discovered 
on the tubes, and there. were no signs of any inflammation 
and adhesions to other organs. In the chest slight adhesions 
were found on both lungs, especially on the right side (this 
condition is very common amongst Africans, to judge by 
the frequency with which I have encountered it). The heart 
was small and the myocardium thin and flabby ; in particu- 
lar, the muscle of the left ventricle was as thin as paper. 
There were no signs of valvular disease, and death was 
ascribed to heart failure. 

Subsequent inquiry showed that the woman had suffered 
from epilepsy, and had been married for many years, but 
was childless and her husband gone. She was well known 
at the near-by mission hospital, where she was undergoing 











regular treatment for the old subluxation of the shoulder, 
the result of an epileptic fit, but had never mentioned any 
abdominal or gynaecological symptoms. 

The tumour was of a whitish-grey colour, in parts slightly 
transparent ; its base was flat, but the opposite side was 
dome-shaped. On the one end a calcified hand was clearly 
visible with the fingers distinctly showing, and on another 
part a foot could be seen, though not quite as clearly (see 
Fig. 1). The surface was uneven, and showed occasional 
calcified lumps. A subsequent radiograph (Fig. 2) showed 
a well-advanced foe- : 
tus. No facilities for 
detailed examination 
being available in 
Nyasaland, the speci- 
men was sent to 
London. 

I am indebted to 
Professor Wilfrid D. 
Newcomb, of _ the 
University of London, 
for the following re- 
port: “It is an inter- 
esting specimen, as 
these are not very 
common nowadays. 
It is strictly a litho- 
kelyphopaedion, as 
both the amniotic sac 
and the foetus are 
calcified. Its measure- 
ments are 17.7 cm. in 
its greatest length, 
11cm. laterally, and 
8.5 cm. antero-pos- 
teriorly. The left arm 
is extended, with the 
hand above the vertex, and the right hand is near the right 
ear. On naked-eye examination of the cut section, except 
for the brain, nearly every other part is more or less calcified. 
Microscopical examination was practically valueless, as no 
tissue retained any of its normal staining reactions. The 
calcification is much more marked near the surface and 
only patchy in the deeper tissues. From the crown-rump 
measurements (17.7 cm.) the age would be approximately 
22 weeks, while the antero-posterior measurement of the 
skull, 9 cm., gives an age of about 29 weeks. In all prob- 
ability both these measurements are too small owing to 
shrinkage of the mass prior to its calcification, and I should 
suggest the true age is more likely to be about 32 weeks. 

“It is impossible to make any guess regarding the length 
of time since the foetus died. It is clearly a matter of years, 
but it is quite impossible to say how many. It is very 
interesting that there were no scars in the Fallopian tubes, 
as nearly always a lithopaedion is the result of an ectopic 
pregnancy which has ruptured the tube but still lives 
attached to some other part. It is also interesting that 
we were unable to find any tissue resembling the placenta.” 





Fic. 2.—Radiograph showing a 
well-advanced foetus. 


SUMMARY 
A lithopaedion accidentally discovered in an African 
woman at necropsy is described. It was most likely the 
result of a tubal pregnancy. 


I wish to thank the Director of Medical Services, Nyasaland, 
for granting permission to publish this paper. 


F. ScHwarz, M.D.., 
Blantyre, Nyasaland. 
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Fic. 1.—The lithopaedion. 


Over £150,000 worth of silver can be recovered from used 
x-ray film each year and returned to film manufacturers, 
says the Ministry of Health. When x-ray films are processed 
80% of their silver content is left in the hypo fixing bath. 
It can be recovered from these baths either by electrolysis 
or by chemical methods which result in the silver being 
precipitated. 
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Reviews 








TEXTBOOK OF OPHTHALMOLOGY 
7 Sir Stewart Duke-Elder, 


ry of Sotecinetoas. 
K.C.V.O., D.Sc., Ph.D., M. F.R.C.S. Volume V: The 
Ocular Adnexa. Pp. 1 082; 1, "181 illustrations, including 32 


in colour. £4 10s.) London : Henry Kimpton. 1952. 
The fifth volume of Sir Stewart Duke-Elder’s textbook is 
on the ocular adnexa. Of the 1,050 pages of the present 
volume the opening chapter of 150 pages is devoted to the 
developmental anomalies. As many of the conditions 
described are ocular manifestations of general disease, this 
chapter contains much material which normally falls to 
books on medical ophthalmology. There are, in particular, 
useful accounts of the generalized bone diseases associated 
with oxycephaly and anomalies of the orbit, and a refresh- 
ing innovation in general textbooks is the attention paid to 
the genetic background of developmental affections. The 
bulk of the text is in three large chapters on the diseases 
of the lids, the lacrimal apparatus, and the orbit. The 
affections are discussed partly on anatomical and partly on 
an aetiological basis. As in the opening chapter, there is 
much here—particularly in the chapter on the diseases of 
the lids—that relates to general disturbances, especially gen- 
eralized skin conditions. In the concluding chapter—a 
relatively short one of 47 pages—the author discusses the 
difficult borderland between ophthalmology and oto-laryngo- 
logy. Here, as throughout this volume and in the previous 
volumes, the scope is encyclopaedic and the information 
concise, accurate, and up to date. 

As these volumes move towards majestic completion they 
take their place beside Hirschberg’s Geschichte der Augen- 
heilkunde, and the few—very few—similar encyclopaedias 


carried through single-handed. 
ARNOLD SORSBY. 


CONCISE PATHOLOGY 


Patterns of Disease: On a Basis of Physlctogic Pat Pabeten. 
By Frank L. Apperly, M.A., M.D R.C.P. 
(Pp. 456: 50 hawt and 37 charts. £3 3s.) Bhiladeiphis 
and London: J. B. Lippincott Company. 1951. 
This is a commendable but not wholly satisfactory effort 
by a professor of pathology to impart life and movement 
to the static facts of morbid anatomy and histology. It 
is based on the beliefs that “structure without function is 
meaningless ” and that “the overburdened medical student ” 
is called upon during his training to “ master infinite struc- 
tural detail, which too often explains nothing.” Professor 
Apperly has attempted to “present the disease process 
beginning at the beginning (instead of beginning at the end- 
result).” He believes that “ the treatment of disease depends 
largely on the ability of the body to compensate for the 
inactivities of its diseased organs by ‘the over-activity of 
certain other tissues capable of assuming similar functions,” 
and that “these over-activities enable us to understand the 
principles of symptomatology.” 

The author has packed an enormous amount of informa- 
tion into this book by drawing liberally upon the facts and 
theories of physiology and illustrating pathological descrip- 
tions by frequent reference to clinical medicine and surgery. 
He has covered the whole field of general and special 
pathology, and although no photographs have been used 
there are a fair number of line drawings and a large number 
of explanatory charts. In spite of this the volume is only 
about half the size of MacCallum’s Textbook of Pathology. 
To perform this feat of compression the author has un- 
fortunately adopted the irritating and inelegant take-it-or- 
leave-it style of a synopsis. The use of explanatory charts 
has also effected a considerable saving of text, and the 
simpler ones are instructive. Far too many of them, how- 
ever, are complicated and difficult to decipher: Chart No. 
4, p. 33, for instance, in which there are 17 arrowheads all 


travelling in different directions, could easily be accepted as 
a diagram of the Battle of Hastings as seen by the bowmen 
of King Harold’s bodyguard. 

Professor Apperly in his preface tells us that he has 
avoided “ lengthy and tortuous arguments ” by “ exhibiting a 
shocking dogmatism,” and almost every page bears witness 
to the fact that he has not only faithfully carried out his 
“ shocking ” resolve, but has thereby saved a great deal of 
space. Physiological and pathological theories, hypotheses, 
and opinions, sound and unsound, likely and unlikely, are 
too often quoted as facts, and no attempt is made to present 
and discuss the essential evidence on which they are based. 
This treatment may be a highly commendable method for 
inculcating dogma in the very young, but we must assume 
that by the time the medical student has reached the study 
of pathology he has received some education in the examina- 
tion of scientific evidence and has, to some degree, developed 
a critical faculty. Professor Apperly’s book may appeal to 
the credulous minority of students who are too indolent to 
think for themselves, and they are likely to become as 
dogmatic as the text of this book. But the more critically 
minded are likely to feel that their intelligence has been 
underestimated and their curiosity unsatisfied. 

The correlation of structure and function is a matter of 
rapidly increasing importance in the teaching of pathology, 
and Professor Apperly is to be congratulated on his contri- 
bution to a neglected field of pathological literature. It 
is a pity that he has made so strenuous an effort to reduce 
the size of his book. It would be a relatively simple matter 
to rectify its deficiencies. 

GEOFFREY HADFIELD. 


DESIGN FOR LIVING 


Health and the Citizen. By Joseph V. Walker, M.D., 
M.R°C.P., D.P.H. (Pp. 151. 10s. 6d.) London: Hollis and 
Carter. 1951. 

This is an unusual book. Dr. Walker is a medical officer of 
health and has drawn on his experience in the practice of 
preventive medicine and on the results of his observations 
of the health and habits of the community to give us his 
views on the ills of society and their remedy. He is not 
content to consider health in the physical sense only, nor 
even in the wider psychosomatic sense: his subject is the 
all-embracing one of the well-being of body, mind, and 
soul. 

The author’s approach is intriguing and at times per- 
plexing, which is not surprising in face of the complexities 
of his chosen theme. He is very much in earnest, and, 
although some of his ideas will not be acceptable to many 
who are equally earnest, his book is certainly stimulating. 
It is subtle, deep, and greatly persuasive. This book treats 
of many things—theology, national socialism, communism, 
sex, birth control, work, play, love, and worship. For the 
unease of the world Dr. Walker prescribes Christianity. 
Of course, he is right. But the prescription is no new one— 
it was given to struggling and unhappy humanity nearly 
2,000 years ago not far from the Lake of Gennesaret. 


C. METCALFE BROWN. 


TREATMENT OF DIABETES 


Diabetes Mellitus. Principles and Treatment. By Garfield 

G. Duncan, M.D. (Pp. 289 ; illustrated. £1 9s.) Philadel- 

phia and London: W. B. Saunders Company. 1951. 
Here is another very comprehensive, competent, and well- 
written book from America on diabetes. I have read, and 
perhaps reviewed, several since the war, and apart from the 
vast Joslin book—the best reference book on diabetes in 
the world—they differ little except in personal idiosyncrasies 
and arrangement of material. If the various authors feel 
they have something new to say it is not obvious; if they 
feel as authorities in a wide American locality they must 
write on this account, well and good: or do publishers 
demand new books from so many authorities? Be that 
as it may, this is an excellent, fully comprehensive book, 
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from physiology to complications, mainly for doctors, but 
with a small section on diet for patients. As regards the 
latter, it is interesting for an English reviewer to note that 
the new method recently adopted by the American Diabetes 
Association is now advocated. Instead of listing the per- 
centage composition of food, portions and exchanges for 
10 and 15 g. of carbohydrate are listed, and protein and fat 
are treated in the same way, so that the simpler method 
current in England for 25 years (Lawrence and others) is 
at last coming into vogue in America. What a blessing 
for the American diabetic, for whom total calorie control 
of carbohydrate, protein, and fat is still advocated. 

The foreword by the great experimentalist, Dr. F. M. 
Allen, is most interesting. He pleads for physiological con- 
trol of the blood sugar by insulin and diet, and suggests 
that thereby all cardiovascular complications canbe avoided. 
But he seems to forget that the risk of hypoglycaemia, so 
hated by patients, makes this normoglycaemia almost im- 
possible. 

R. D. LAWRENCE. 


HOSPITAL ORGANIZATION 


Hospital Organization and Management. By Captain J. E. 

Stone C.B.E., M.C., F.S.A.A., LL.D. Fourth and greatly 

enlarged edition. Introduction by Sir Ernest Pooley, 

K.C.V.O., LL.D. (Pp. 1,722. £8 8s.) London: Faber and 

Faber. 1952. 

All hospital management committees and large and medium- 
sized hospitals would be well advised to buy a copy of this 
very large and well-produced book, for it is a veritable 
mine of information on most aspects of hospital organization 
and management, and it should be made available to all staff 
actively engaged in hospital administration. Despite its size 
it is eminently readable, and it is divided conveniently into 
sections so that the reader can easily find the information 
he seeks. But it may remind medical readers that the days 
of Osler are past. Captain Stone’s book has the defects of 
an encyclopaedic volume prepared by one man. No indivi- 
dual could write with complete authority on all parts of 
such a vast subject. Nevertheless the average standatd is 
high and many sections are excellent. 

An important feature is that the author has collected to- 
gether the main parts of many reports and circulars illus- 
trating how and why the present hospital systems have 
developed. The book provides, therefore, a valuable collec- 
tion of relevant information for those making a serious study 
of this development and endeavouring to plan for the future. 
Much of this information may be unnecessary or could be 
greatly abridged in later editions. Another valuable feature, 
also perhaps requiring less space in future editions, is the 
copious information about the present systems of hospital 
organization and the design of hospitals in U.S.A., from 
which constructive comparisons with British hospitals may 
be drawn. 

Besides the group of hospital administrators, including 
doctors and nurses, who should be enabled to study the pres- 
ent full edition, a large number of hospital officers, including 
many hospital doctors and nurses, could benefit greatly from 
an abridged edition of about 300 pages. It is to be hoped 
that at an early date Captain Stone will produce an abridged 


edition of his magnum opus. 
W. G. PATTERSON. 


RETREAT AND RECOLLECTION 
Adventures in Two Worlds. By A. J. Cronin. (Pp. 288. 
16s.) London: Victor Gollancz. 1952. 

Doctor in the House. By Richard Gordon. (Pp. 190. 

10s. 4d.) London: Michael Joseph. 1952. 
The debt which Dr. A. J. Cronin owes the medical profession 
is in some degree discharged in his autobiography Adventures 
in Two Worlds. In The Citadel he described the underworld 
of medicine, and there was littie indication in that book that 
this underworld comprised only a handfyl cf doctors pursu- 
ing their commercial activities in a small community in the 
West End of London. 


In this autobiography there are detailed portraits of several 
doctors, including Sir William Macewen, Lord Dawson, and 
two country doctors, and each is described with sympathetic 
insight. The only doctor in the book who lowers his 
standards is Cronin himself, who, after years of hard and 
devoted work in Scotland and South Wales, finds himself 
practising in Bayswater and selling injections at five guineas 
a time to urban ladies suffering from fatigue. ‘ Emotion 
moves us,” wrote Sherington, “ hence its name,” and Cronin 
discloses himself as a man moved primarily by emotion. 
Reason and judgment are not obtrusive, as Sir William 
Macewen early recognized when he issued the firm prognosis, 
“You will never be a surgeon.” This is a novelist’s auto- 
biography, and these pages from a doctor’s case-book are 
related with all the skill of a fine storyteller. It is also a 
representative twentieth-century success story, for the hero 
tells of his duodenal ulcer, his spiritual odyssey, his prescrip- 
tion for the ills of humanity, and his final retreat to the 
United States. 

The novel Doctor in the House by Richard Gordon is a 
story of medical-student life related after the manner of 
Evelyn Waugh. Its entertainment value cannot be denied, 
but it emphasizes again the gulf which separates Mr. Bob 
Sawyer from Sir Colenso Ridgeon and Mr. Benjamin Allen 
from Sir Patrick Cullen. How cleverly these young rakes 
conceal from the scribes any suggestion of industry, heart, 
or intellect. The doctor who stirs uneasily these ashes of 
his dead self will laugh again as he encounters the jests and 
the phrases which were the stock of common-room conversa- 
tion. He may be surprised to find how warmly the book is 
received by the younger members of his family, until he too 
becomes not unwilling to believe that even the parent-dog 
had his day in this Rabelaisian Arcadia. 

D. V. HuBBLeE. 


ELECTROCARDIOGRAPHY 


Klinische Elektrokardiographie. By Dr. Max Holzmann. 

Second edition. (Pp. 652; 302 figures. M. 69.60.) Stuttgart : 

Georg Thieme. 1952. 
Dr. Holzmann starts his book on clinical electrocardiography 
with a short description of apparatus and technique. Then, 
after discussing the physiological basis in a conventional 
way, he describes the normal cardiogram, starting with the 
typical pattern and going on to consider vectors, the elec- 
trical field, and how these appear in various leads. The 
demonstration of the association between the cardiogram of 
the limb leads (unipolar and bipolar) and the vectorgram is 
complex, but fairly well done and worthy of study. But 
a good deal is far from easy to follow. After this there is 
a discussion of the gradient ; and the author describes fully 
the effects of position and various influences such as effort 
and age on the cardiogram. The idea that various sites and 
degrees of block in the auricles cause the different sorts of 
auricular waves is novel and interesting, if rather fanciful. 
This is a subject that needs much further exploration. The 
author still believes in the old idea of arborization block, 
although hé admits most of these curves can be explained 
by bundle lesion. The theory of circus movement still 
receives full support, and Scherf’s work is hardly mentioned 
and Prinzmetal not at all. But perhaps this is too new. 
Hé also discusses the clinical aspects and treatment. This 
is often rather vague in direction and too short in descrip- 
tion to be of real practical value. The vagal stimulants, for 
example, receive but little attention. The pathological find- 
ings are duly given. For the most part the illustrations are 
good, and some diagrams in the section on infarction are 
excellent. 

This is a useful book, remarkably full in its general 
survey, and with many novel viewpoints, even if not quite 
so up to date in some things as one would wish. In many 
respects it is unique, particularly in its discussion of rare 
and little-known topics. The references for each section 
are fairly full. The German is clear and easy to follow. 


TERENCE EAST. 
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THE ANNUAL MEETING 


Those who attended the Annual Meeting in Dublin 
in 1933 wondered whether something so good could 
happen twice. So much has happened in the 19 
years that have passed. In 1933 our host in Dublin 
was the Leinster Branch of the British Medical Asso- 
ciation. This year the meeting was one held in the 
joint names of the Irish Medical Association and 
the British Medical Association. Apart from these 
changes, which are more in outward form than in 
spirit, there was the doubt a few months ago whether 
Dublin’s hotels would be open to receive guests from 
overseas, and on top of this there was a fear lest the 
shrinking British purse might discourage attendance. 
All these things tended to play into the hands of the 
prophet of gloom. But the attraction of Dublin and 
of Ireland proved as irresistible as ever, as did the 
bonds that have always so firmly linked the medical 
profession on both sides of the Irish Sea. The meet- 
ing seemed to be more fully attended than any held 
since the end of the war, and the number registered 
struck the post-war average. Those responsible for 
organizing the meeting and our generous hosts 
in Dublin may well feel proud of their achieve- 
ment. 

The burden of organization falls most heavily on 
the general secretary of the meeting, and it was with 
deep regret that it was learnt that Dr. J. C. McFeely 
had fallen ill before the meeting began, his labours 
being completed by Dr. J. St. L. O'Dea. Standing 
firmly at their side were Dr. P. J. Delaney, the Secre- 
tary of the Irish Medical Association, and Mr. T. C. J. 
O’Connell, Chairman of the Local Executive Com- 
mittee. But, however good the organization may 
be, the spirit in which it is conducted is governed 
by the presiding genius in the person of the man 
who is chosen by his colleagues to be the Presi- 
dent. Dr. P. T. O’Farrell, graciously supported by 
Mrs. O'Farrell, seemed to have the faculty of being in 
all places at once and always unruffled, kindly, and 
courteous. The friendly and hospitable atmosphere 
which prevailed during the nine days of the whole 
meeting was in no small part due to him. Those 


who attended the 1933 meeting had a particular 
pleasure in seeing Professor T. G. Moorhead so often 
by his side, and to know that the president of the 
1933 meeting is now the President of the Irish 
Medical Association. And, as in 1933, the Lord 
Mayor gave a warm welcome to those present and 
saw to it that the city of Dublin played its part in 
making its guests feel at home. 

If Dublin lived up to its reputation for hospi- 
tality it succeeded no less in reminding those present 
of its long tradition of learning. The doors of 
Trinity College, of University College, of the Royal 
Colleges of Physicians and Surgeons, were thrown 
wide open, and accommodation was generously pro- 
vided for the varied occasions that go to make up 
an Annual Meeting. As we were reminded in the 
Presidential Address, it was at the Dublin meeting in 
1867 that the scientific sections were first held. This 
year under the expert guidance of the Honorary 
Joint Science Secretaries, Professor R. A. Q. O’Meara 
and Professor W. J. E. Jessop, two innovations made 
a successful start—the scientific plenary sessions and 
the scientific exhibition. An average of 400 medical 
men and women attended the three plenary sessions, 
and there can be no doubt that these were deeply 
appreciated. The audience had an opportunity of 
hearing—and seeing—men expert in the subject of 
discussion. The plenary session has come to stay and 
wifl probably take an increasingly prominent place 
in the scientific side of the Annual Meeting. Those 
responsible for this year’s experimént will no doubt 
be able to draw a few lessons for the guidance of the 
science secretaries in Cardiff next year. It may turn 
out to be that the subject for a plenary session should 
be limited in scope, and that the principal speakers 
should be three, or at the most four, in number, with 
more time at their disposal. And an attempt might 
be made to choose in advance two or three to open 
the discussion. 

The flow of visitors to the scientific exhibition 
showed that this, too, commanded warm approval. 
The exhibitors had put into their exhibits a lot 
of thought and work, and a gradual expansion of 
this feature of the scientific side of the meeting is 
something much to be hoped for. If anything the 
exhibitors perhaps tried to pack too much information 
into the space available. Illustrative material might 
be displayed more boldly and kept separately from 
panels of verbal explanation. One corollary of the 
plenary session is a reduction in the number of the 
more specialized scientific sections. But the intellec- 
tual appetite for these was by no means diminished, 
as was shown, for example, by the large attendance at 
the Section of Cardiology. 
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Those who were wise enough to continue their 
holiday in Ireland after the meeting were provided 
with an excellent introduction to Dublin in the shape 
of a special edition of the Corporation Handbook, 
and a charming retrospect of Dublin’s medical 
schools, written by Mr. William Doolin, Editor of 
the Irish Journal of Medical Science and of the 
Journal of the Irish Medical ‘Association. In the 
meeting of 1933 Mr. Doolin wrote in a catalogue to 
the exhibition of hobbies: “ The doctor, even as other 
men, cannot spend all his days in pursuit of Socratic 
virtue.” All who visited the exhibition of doctors’ 
hobbies this year had the opportunity once more of 
seeing how wisely and excellently Ireland’s doctors 
live up to this ideal. This is another Dublin experi- 
ment one would wish to see repeated at other meet- 
ings in Britain, if only to show that in these austere 
days we have not entirely lost the art of gracious 
living. Among the host of happy impressions the visi- 
tor took away from Dublin one was surely that our 
Irish colleagues are still able to lead a measured life, 
to preserve the mean in all things. Long may Dublin 
preserve its essential virtues and continue its civilized 
way of life! 








THE ANNUAL REPRESENTATIVE MEETING 


Although in the opinion of some the Representative 
Body has become unwieldy in size, it showed in 
Dublin this year a lively sense of its responsibility and 
a determination to make its voice heard on those 
matters it held to be important. It had before it a 
very full agenda, but in spite of this every chairman 
presenting his report had a full hearing and adequate 
discussion of his business. This was in large measure 
due to the masterly conduct of the business by the 
Chairman of the Representative Body, Dr. S. Wand, 
who on many occasions during the meeting was justly 
acclaimed for his successful work as Chairman of 
the G.M.S. Committee in securing for the general 
practitioners in this country a satisfactory settlement 
of their financial claims. In the second part of the 
meeting Dr. Wand, in his interesting contribution to 
the plenary session on pain, aptly showed that the 
general practitioner’s fundamental concern is with the 
telief of suffering. There can be little doubt that in 
future annual meetings the plenary session will attract 
more members to the Annual Meeting, and it was 
with this in mind, no doubt, that the Council, through 
its Chairman, Dr. E. A. Gregg, moved that it should 
decide in future the place of the meeting, for the 
reason that there will probably be only a few places in 


1 Supplement to the British Medical Journal, April 19, 1952, p. 188. 
2 The Times, July 10, 1952. 





Britain large enough to accommodate big audiences. 
And a corollary of this, afso moved by the Chairman 
of Council, is that the president should be elected on 
a national basis. But the meeting showed its strong 
adherence to tradition by successfully opposing the 
first of these motions. As Dr. D. S. Robertson said, 
it is one of the most prized privileges of local Divi- 
sions to invite the Association to meet in a certain 
place. He saw in the proposal a movement towards 
centralization. Somewhat illogically, however, the 
meeting accepted the motion that in future the presi- 
dent of the British Medical Association should be 
chosen on a national basis. No doubt these things 
will sort themselves out in the course of time, and if, 
as is hoped, attendances in the future represent 
a considerably larger proportion of the membership 
there will be only a few places in which an Annual 
Meeting can be held. 

The proceedings of the Annual Representative 
Meeting are fully reported in the Supplement of this 
week and last week, and it is possible here to touch 
on only a few of the many important matters appear- 
ing on the agenda. The most controversial item be- 
fore the Meeting was the Council’s report on marriage 
and divorce. This report had already been submitted 
as the evidence of the Council before the Royal Com- 
mission on Marriage and Divorce. Since its publica- 
tion! correspondence in the Journal showed that many 
members of the Association took strong exception 
to it principally on religious grounds—an objection 
reflected in many motions that were on the agenda. 
A debate on this in the capital city of a predominantly 
Roman Catholic country would undoubtedly have 
been an embarrassment to the Representative Meeting 
and to our hosts the Irish Medical Association. The 
Council took the somewhat unusual step of discussing 
the report at a special meeting on July 2, and a still 
more unusual step in deciding to withdraw it and to 
ask for it to be, withdrawn from the records of the 
Royal Commission. An embarrassing situation was 
thus avoided. Second or third thoughts may be wiser 
than the first, but no one can feel happy about 
this somewhat summary dismissal of a report which 
had been before the Council on two previous occa- 
sions. The second controversial issue, which was fully 
debated, was the recommendation of the Council 
which appeared to make a breach in the traditional 
confidential relationship between doctor and patient. 
In supporting this on behalf of Council, Dr. R. Forbes 
said that the motion was putting into words what in 
fact had existed in practice and procedure for many 
years. The motion claimed that on certain special 
occasions it became “the doctor’s moral or social 
duty for the protection of innocent persons to make 
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disclosure to an interested party if the patient after 
having been properly and clearly advised as to the 
appropriate action he should take refuses or fails to 
do so on his own responsibility.” The fact that the 
Representative Body rejected this motion received 
wide publicity in the Press, indicating, so it would 
seem, that the public is no less anxious than the medi- 
cal profession to secure what must be the fundamental 
basis of the doctor—patient relationship. In rejecting 
the motion the Representative Body showed its appre- 
ciation of the fact that it is not wise to legislate for 
the exceptional case. The third controversial matter 
before the meeting was the fate of Family Doctor, 
several motions calling for its discontinuance. The 
Representative Body in 1949 warmly supported the 
decision of the Council to publish a health magazine 
for the general public which would disseminate widely 
information on healthy living, hygiene, and preventive 
medicine. The magazine was launched just over a 
year ago, at a time when the price of paper began 
to soar to such an extent as to force out of circulation 
in this country some 50 periodicals in 1951. The 
strain in the publishing world can be estimated by the 
observation made by Lord Camrose 10 days ago to the 
annual general meeting of the Amalgamated Press, 
Limited.’ Referring to the rise in the price of paper, 
and other increases, he said: “ You will gain a com- 
prehensive view of the magnitude of these increased 
costs when I tell you that they amounted in total to 
an average figure of £19,000 per week, or nearly 
£1,000,000 for the financial year.” The publications 
of the Association, including Family Doctor, did not 
come unscathed from the financial blizzard that has 
swept through the publishing world in the past 18 
months. The Chairman of the Journal Committee, 
Dr. O. C. Carter, made a stout defence of the Associa- 
tion’s. publishing policy and was able to make an 
optimistic financial forecast for the B.M.A.’s latest 
publication. He pertinently added that for its future 
success “a great deal depended on the co-operation 
received from the whole profession.” 

The increased cost not only of the Association’s 
publishing activities but also of its general activities, 
covering as they do every aspect of medical and pro- 
fessional life, has imposed a strain on its finances. 
In this it is no different from any other organization, 
institution, or business. To meet its wide obligations 
to the profession an increase in the subscription has 
become necessary, and the standard rate for 1953 has 
to be raised from £4 4s. to £6 6s. The rate just before 
the war was £3 3s., and it is indeed remarkable 
that the Association has not had to propose such an 
increase sooner than this. Indeed, compared with 
the subscriptions made by similar medical associa- 


tions in smaller countries £6 6s. a year is small. It 
is intended to put aside half the increase towards 
redemption of debt and to manage the vast affairs 
of the Association on the basis of a standard sub- 
scription of £5 5s. In these days of rising costs and 
uncertainty this will call for prudent management on 
the part of those in charge of the Association’s fin- 
ances, and members may be assured that the Asso- 
ciation’s resources will be carefully husbanded. It 
is confidently believed that no one will wish to do 
other than to promote the welfare of a voluntary 
organization of professional men and women whose 
object is “ to promote the medical and allied sciences, 
and to maintain the honour and interests of the medi- 
cal profession.” The B.M.A. is as vigilant for the 
interests of small groups of the profession as it is for 
the G.P.s, as the decision at Dublin to reject the 
now inadequate salary scales offered to Civil Service 
medical officers shows. Reference is made to this in 
these pages. If it is to do this work to its fullest bent 
—as it has always done—then the B.M.A. must and 
can count on the support of the whole profession. 








DANGER OF CHLORAMPHENICOL 


We referred briefly in our last issue (July 12, p. 103) 
to reports from the United States that chlorampheni- 
col has been found to cause aplastic anaemia which 
is often fatal. Fresh information has become avail- 
able during the past week which adds further weight 
to these findings. The matter is evidently of suffi- 
cient importance to require careful consideration of 
all that is known of this subject, and its history is of 
great interest as an illustration of the remarkable 
latent period which may elapse before the toxic effects 
of a new drug are recognized. 

“ Chloromycetin,” as it was then called, was 
thoroughly tested in animals for toxicity by the 
usual methods before being released for clinical use, 
and produced nothing worse than a transient anaemia 
in dogs given the drug for long periods by injection, 
and not when it was given by the mouth. Earlier 
clinical reports are unanimous in denying any appa- 
rent untoward effects on the blood-forming organs, 
though it was pointed out at an early stage that the 
nitrobenzene radical in the chloromycetin molecule — 
might produce such effects. Two years ago came the 
first reports of a transient leucopenia produced by the 
drug during the treatment of acute infections. The 
two cases described by Gill’ were infants treated for 
salmonella enteritis whose polynuclear counts fell 
significantly after only five and two days’ treatment : 
Volini et al.? observed severe granulocytopenia in 
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three cases, two with typhoid fever and one with bru- 
cellosis, one also having a very severe anaemia, after 
full courses of treatment. All these patients recovered. 
At the end of the same year, however, came the first 
report of a fatal aplastic anaemia. This case is 
described by M. L. Rich, R. J. Ritterhoff, and R. J. 
Hoffmann*: he was a man aged 63 given repeated 
courses of the drug for urinary infection during a 


' period of three months, and the purpuric rash which 


first signalized his blood disease appeared while he 
was still taking it. Despite daily transfusions and 
various forms of medication, fever and haemorrhages 
continued with a progressive fall in haemoglobin, 
granular leucocytes, and platelets, and he died only 
11 days after the appearance of purpura. It may be 
mentioned here that in later cases the progress of the 
disease has usually been less rapid, although the end 
has been the same, death being commonly due to 
massive haemorrhage. 

It is strange that a whole year should have passed 
with no further report of any such case. The next 
was that described by E. L. Loyd,* a patient given 
chloramphenicol intermittently for a year for urinary 
infection, and again before and after operation for 
hydronephrosis. The nature of the infection is not 
mentioned, or whether the causative organism was 
demonstrably sensitive to the drug, nor is the utility 
of such prolonged therapy discussed. 

So far it might be supposed that chloramphenicol 
can cause bone-marrow aplasia only when adminis- 
tered for unduly long periods, and this supposition is 
further supported by the two case histories given by 
L. E. Wilson et al.°: their patients were women aged 
39 and 37 who were given chloramphenicol for 26 
and 28 weeks for the treatment of bronchiectasis. 
One died; the blood condition of the other was 
stationary but still abnormal when -that paper was 
written. That such prolonged treatment is not the 
only way in which these changes can be produced is 
evident from three papers appearing together in the 
Journal of the American Medical Association of 
July 5. It is these papers, together with the state- 
ment in the New York Times of the same date to 
which we referred last week that many further similar 
cases are now coming to light, which make it clear 
for the first time that this complication is a serious 
problem. D. B. Claudon and A. A. Holbrook,® of 
Milwaukee, describe two fatal cases, of whom one, a 
woman aged 71, had had only three short courses of 


treatment with chloramphenicol, totalling 6, 6, and 





1 Med. J. Aust., 1950, 1, 768. 

2 J. Amer: med. ASS., 1950, ie, gis. 

3 Ann. intern. Med., 1950, 33 

4 Antibiot. and Chemother., ee 

5 J. Amer. med. ASS., 1952, 149, 231 (May 17). 
6 Ibid., 1952, 149, 912 (July 5). 

7 Ibid., p. 91 4. 

8 Ibid., p. 918. 


12 g., at intervals of some months ; the second was 
a man.aged 92 who was given the drug for two 
months for urinary infection. R. K. Smiley, G. E. 
Cartwright, and M. M. Wintrobe,’ of Salt Lake City, 
also report two fatal cases, a 29-year-old man for 
whom another consultant had prescribed six-day 
courses at the beginning of each month, these being 
continued for eight months, and a girl aged 8 who 
had been given chloramphenicol at various times 
throughout the winter by her mother for colds. 
P. Sturgeon,* of Los Angeles, has seen four cases, 
all fatal, in children, none of whom had large amounts 
of the drug or any unduly prolonged course: three 
had two separate short courses at intervals of some 
months, and one had several such courses. This 
author also describes three cases of aplastic anaemia, 
two being fatal, in children not known to have taken 
chloramphenicol. An addendum reports two further 
fatalities due to chloramphenicol and mentions that, 
of the total of six, three were doctors’ children. 

Until the many more of the cases of this condition 
which have evidently occurred have been analysed in 
relation to the mode of use of the drug and possibly 
other factors which tend to cause marrow aplasia, it 
will not be possible to formulate safeguards or to 
decide how far its use should be restricted. Nor is 
it yet possible to assess incidence. The only one of 
these papers mentioning a total of patients receiving 
the same treatment is that of Wilson® and his col- 
leagues, whose series of patients treated for bronchi- 
ectasis, including two with aplastic anaemia, num- 
bered 62. How far is “idiosyncrasy” responsible, 
and how far misdirected tréatment ? One conclu- 
sion which will almost certainly have to be reached 
is that prolonged treatment is unjustified in any cir- 
cumstances. There are, in fact, apart from bronchi- 
ectasis, few, if any, indications for it. Those who 
instruct or permit patients to take such drugs as this 
for weeks or months on account of urinary infections 
would do well to ask themselves what is the object 
of the treatment. Its object should be to eradicate 
the infection, and if this has not been achieved within 
a week an explanation for failure should be sought 
and other measures adopted. The same may be 
said of frequent recourse to the drug as a household 
remedy for sore throats and catarrhs, a practice which 
has evidently grown up in the United States, although 
it is probably much less common elsewhere. 

In what other directions administration should be 
limited cannot yet be decided. There is a strong sug- 
gestion that children are more susceptible to marrow 
damage than adults. No irrecoverable change has 
yet been reported following a single course of ordi- 
nary length even with heavy dosage, but repeated 
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quite short courses have produced it. Does this mean 
that the marrow can be sensitized so as to respond 
abnormally if the drug is given a second time? If 
this were so it might account in part for the long- 
delayed recognition of this condition, since in general 
the first administration to any given individual would 
have no ill effects. To accept this thesis would itself 
beget some hesitation in using chloramphenicol at all, 
lest a stronger indication for it at some later time 
should involve undue risk. The only absolute and 
imperative indication for its use is typhoid fever. For 
any other purpose aureomycin and terramycin have 
similar if not equivalent or in some cases greater effi- 
cacy, and neither of these other antibiotics contains 
the offending radical to which marrow damage is 
probably due. Until both are freely obtainable in 
this country—and indeed after they become so—we 
shall be well advised to exercise rather more thought 
and care in everyday chemotherapy. For many pur- 
poses for which the newer, more expensive, and for 
the time being more fashionable antibiotics are now 
being used, penicillin or a sulphonamide, or even 
some still simpler and less specific form of treatment, 
would serve equally well. Provided that the condi- 
tion being treated is a definite infection with a readily 
ascertainable cause, the help of the laboratory should 
be sought in deciding what drug to use. This decision 
should take into account not only microbic sensitivity 
but the possibility of toxic effects to which these dis- 
coveries make so serious an addition, and—whenever 
this can be considered without materially affecting 
therapeutic efficiency—economy in cost. 








HYPOPITUITARISM 


Although the first description of the pathological 
lesions and the clinical syndrome of severe, long- 
standing hypopituitarism was given by Simmonds as 
long ago as 1914,’ much vagueness and confusion 
have persisted until comparatively recent years. This 
is chiefly because of Simmonds’s own introduction of 
the term “ pituitary cachexia ” in respect of his second 
and third patients who had pituitary tumours and had 
lost much weight’ ; and because he emphasized the 
progeria shown by his sixth patient.* It was only in 
1939, when Sheehan‘ described the hypopituitarism 
arising from post-partum necrosis of the anterior lobe 
of the pituitary gland, that cachexia as a cardinal 
sign of the syndrome was shown to be mythical. In 
spite of Sheehan’s classical paper, the differentiation 
of panhypopituitarism from anorexia nervosa seems 
to have proved difficult to many clinicians. Even in 
1942, for instance, Escamilla and Lisser,’ in review- 
ing the literature, laid down four cardinal character- 
istics of the disease, one of which was loss’ of weight ; 


but the more critical meio of Sheehan and Summers,° 
based on 95 cases in which at necropsy destruction of 
all or nearly all of the pituitary gland without hypo- 
thalamic damage had been proved, showed once again 
the conspicuous absence of loss of weight. 

The true picture of Simmonds’s disease is now becom- 
ing well recognized. Paleness of the skin, lack of body 


hair and of axillary sweating, and weakness and sensi- _ 


tivity to cold are invariable findings, and, as Sheehan 
and Summers stated, “. . . A confident diagnosis of 
complete hypopituitarism can usually be made easily 
from a short clinical examination. The special tests 
are chiefly of value for confirmation of the diagnosis, 
for assessment of the severity of the disease, and for 
academic study. . . .” Many recent publications can 
be cited in support of the last sentence. Thus Shimkin 
et al.” studied a patient on whom surgical hypophys- 
ectomy had been performed and in whom the full- 
blown syndrome developed within one month ; there 
was a fall in the basal metabolic rate, blood protein- 
bound iodine and glucose, and in the excretion of 
17-ketosteroids. At necropsy nine weeks after the 
operation there was atrophy of the testes, adrenals, 
and thyroid, together with generalized lymph node 
hyperplasia. Summers* has studied the anaemia of 
Simmonds’s disease—an almost constant finding— 
and has shown that, though it is usually normo- 
chromic, hypo- and hyper-chromic forms are also 
found. This anaemia showed little response to 
treatment with thyroid, testosterone, and iron, but 
cortisone seemed to produce a prompt increase in 
the red-cell count and the haemoglobin concentra- 
tion. Rolland and Matthews? studied the effects of 
A.C.T.H. administration over 10-day periods to three 
patients with hypopituitarism and obtained clear evi- 
dence of adrenocortical responsiveness. In addition 
to the dramatic subjective improvement various objec- 
tive signs of increased adrenal activity were obtained, 
including an increase in body weight, a fall in the 
circulating eosinophils, a decrease in insulin sensi- 
tivity, and an increase in capillary resistance and in 
the excretion of urinary “corticoids” and 17-keto- 
steroids. 

Caughey ef al.'° have discussed the assessment of 
the severity of hypopituitarism shown by four patients 
with pituitary tumours ; of the laboratory tests, they 
found the insulin sensitivity and 17-ketosteroid excre- 
tion to agree most closely with the clinical criteria. 

: ia 116. be 1914, 40, 322. 
CD iat So, a 27 
Fit ie ak Si 

7 J. clin. Endocr. 1952, 12, 

8 British Medical Journal, i952, 1, 787. 
10 Ibid. 1982, 4; 1216. 


11 Ibid., 1951, 2 568. 
12 Ibid., 1952, 1, 1214. 
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Elsewhere in this issue of the Journal we pub- 
lish studies by Dr. M. H. Oelbaum of the variability 
of endocrine dysfunction in post-partum hypopituit* 
arism. These suggest that considerable differences in 
the relative degrees of impairment of thyroid, adrenal 
cortex, and gonads may exist in different patients, and 
that the clinical features of the disease are more 
important than the laboratory findings to reach a 
diagnosis. Dr. Oelbaum points out that biochemical 
tests can be interpreted only against the background 
of past history, symptoms, and physical examination ; 
it is not improper to add, also, the fallibility of the 
tests themselves. This seems to apply particularly to 
the finding of normal gonadotrophin levels in two 
cases, one Of which was actually found to have 
an infantile uterus when operated on for appendicitis 
six years after the post-partum necrosis ; the accu- 
racy of the gonadotrophin assay must be regarded 
with considerable suspicion in circumstances such as 
these. 

The coma of hypopituitarism, which has always 
been a rather puzzling feature of the disease, has 
also been the subject of several recent publications. 
Allott and Simmons"? described a patient with Sim- 
monds’s disease in severe coma which showed little 
response to desoxycorticosterone acetate and glucose 
saline, although after 48 hours the blood glucose had 
returned to normal ; within 24 hours of starting corti- 
sone administration a marked improvement set in. 
Caughey et al.'° described in detail the coma occur- 
ring in their patients with pituitary tumours and also 
reported a rapid response to cortisone and A.C.T.H. 
in one case and to cortisone alone in another, wheré- 
as in their first case, which received no substitutive 
treatment, stupor persisted for 35 days, while in the 
second, to which thyroid, testosterone, and D.C.A. 
were given on the sixteenth day of the stupor, a further 
six days elapsed before consciousness was regained. 
Finally, Sheehan and Summers!” have studied nine 
examples of hypopituitary coma occurring in eight 
patients during four years. They found it to be asso- 
ciated sometimes with hypoglycaemia, sometimes with 
low plasma sodium and chloride, and sometimes with 
a severe degree of hypothermia which may easily pass 
unrecognized. They were unimpressed with the value 
of intravenous glucose, cortisone, or deoxycortone, 
and found no prophylactic value in testosterone, 
deoxycortone, or large quantities of glucose. On the 
other hand, they felt the greatest promise lay in the 
simple and effective expedient of raising the very low 
body temperature to normal by immersion in a warm 
bath. It is indeed encouraging to find that seeing the 
clinical wood in spite of the ever-increasing bio- 
chemical trees can still pay dividends. 


LEAD POISONING 


Despite the widespread and increasing use of lead 
in Great Britain there has been a steady fall in 
the number of cases of industrial lead poisoning 
during the century. This has been largely due to a better 
understanding of the methods of prevention and to the 
introduction of legislation to enforce them. All too 
frequently, however, we are reminded that unsatisfactory 
conditions still exist in some of the small factories using 
lead. There can be no excuse for this—unless a 
firm can provide safe working conditions it should leave 
dangerous processes to those who can, and active steps 
should be taken to see that this policy is carried out. 
There is a natural reluctance on the part of the authori- 
ties to take a strong line with small and struggling 
employers, but regard must be had for the workman 
whose employment under such conditions may cause 
irreparable damage. 

The possibility of rendering a dangerous lead industry 
safe has been amply demonstrated. The principles 
involved were laid down by Legge nearly 50 years ago 
in his famous axioms. In one of these he emphasizes 
the part of the employer in providing good methods of 
work without which the workman can do little to pro- 
tect himself, while in another he points out the need for 
providing protective devices “external to the workman 

. over which he can exercise no control.” This latter 
axiom has been called in question recently by Morris’ 
on the grounds that it is only by the full co-operation 
of all concerned that maximum health and safety can 
be assured. No one would deny the importance of 
securing the full co-operation of the workman in these 
matters, but human nature has not changed since Legge 
enunciated his axioms. And few who have a practical 
knowledge of the dangerous trades would disagree with 
the advice that protection should not depend on the 
whim of the workman. Respirators and the drinking of 
milk have a very minor part in the safety programme 
of a modern lead factory. 

Not only must good equipment be available but 
attention must be given to other factors which influence 
the daily dose of lead. Lane? drew attention to 
the importance of hours of work, overtime, and methods 
of payment. Dr. J. M. Fullerton calls attention to the 
dangers of piece-work, which she regards as undesirable, 
in those exposed to a lead hazard. On the other hand, 
incentive schemes are necessary in industry for the con- 
tentment of the workman if for no other reason, and a 
well-planned wage structure should be able to provide 
these even in a dangerous trade. 

The prevention of lead poisoning in a factory is largely 
the responsibility of the engineer and the chemist. The 
third member of the team is the doctor whose part lies 
in the identification of the hazardous process and the 
medical supervision of those employed upon it. In 
carrying out his work he should use reliable objective 
methods. In France the law requires periodic red cell 





1J. royal sanit. Inst., 1951, 71, 621. 
2 Lancet, 1936, 2, 206. 
3 Brit. J. industr. Med., 1949, 6, 125. 
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counts and haemoglobin estimations. It is very doubt- 
ful whether these particular investigations would have 
much value in modern industry in this country, where 
for the most part lead exposure is low, though the 
simplest haemoglobin estimation would have been 
sufficient to detect the severe hazard described by 
Dr. Fullerton. In this country the appointed factory 
doctor still relies in most cases on a cursory inspection 
of the workman, which often has to be carried out 
under most unsatisfactory conditions, sometimes in 
artificial light. This is not good enough, and the stan- 
dard of the statutory examination of lead workers 
should advance with the times. Various methods are 
available and have been fully discussed by Lane® in his 
Milroy lectures. Probably the easiest and cheapest is a 
blood examination consisting in haemoglobin estimation 
and stippled cell count. Applied to groups of workers 
in contact with inorganic lead compounds these simple 
tests give a great deal of information, and many firms 
are already providing such a service. The difficulty 
arises with the backward firm which is often disinclined 
to install adequate protective measures in the work- 
shop, and is anxious to accept the least possible medical 
supervision. The appointed factory doctor should be 
required to use some better method of supervision than 
mere inspection. This need not add appreciably to the 
cost, for a not inconsiderable number of workpeople are 
being inspected regularly whose exposure is theoretical 
only and who might be relieved of the regular inspec- 
tion parade. In other words, better results might be 
achieved with fewer examinations more adequately 
carried out. 





A POPULATION SAMPLE 


The latest volume of the 1951 census! contains two 
innovations. For the first time sampling methods have 
been used to give, in advance of the full statistical tabula- 
tion, a broad survey of the results, and the report is a 
joint publication of the General Register Office for 
England and Wales and the General Registry Office for 
Scotland. The report is in four sections: numbers, ages, 
marital conditions; occupations; industries ; housing. 
Where the data have been analysed for areas, the basis 
of the selection has been the size of the population, since 
a 1% sample is too small for elaborate analyses. 

The ageing of the population has increased consider- 
ably since the previous census, because the birth rate 
has declined and people on the average are living longer. 
In 1931 the age group 15-34 comprised about one-third 
of the total population, but in 1951 this group was only 
slightly more than one-quarter. In 1931 one male in 15 
was aged 65 and over, while in 1951 the ratio was one 
in 11. The proportion of women aged 65 and over has 
increased from one in 12 in 1931 to one in 8 in 1951. 
At ages 65 and over the ratio of male to female is now 
two to three and at ages 85 and over it is one to two. 
These well-known population trends revealed by the 
census emphasize once again that the care of the aged 
infirm will become more and more a burden on the 





1 Census, 1951, Great Britain, One per cent. Sample Tables. Part 1. 
H.M.SO. 17s. 6d. 


medical and social services. The male superiority in 
numbers during young childhood has increased over 
that of 1931 because of the high sex ratio at birth 
during the war and since. 

The marriage boom which began during the war has 
notably increased the proportion of married women. In 
1931, in England and Wales, the percentage of married 
women in the age groups 15-19, 20-24, and 25-34 was 
1.8, 25.8, and 67.0, compared with 4.5, 48.4, and 81.9 
in 1951. In Scotland the increase was not so large ; 
the percentages for the three age groups were 2.3, 22.8, 
and 57.4 in 1931, and 3.0, 38.0, and. 73.1 in 1951. The 
proportion of persons returned as divorced has risen 
considerably in the past 20 years. In 1931 it formed 
0.8 per 1,000 of the total population, while in 1951 it 
was 4.5. 

In Britain in 1951, 154 million men and 7 million 
women followed an occupation for payment or profit. 
These figures represent an increase over those of 1931 
of 24 million for males and 14 million for females. 
One-fifth of all married women are following a paid 
occupation now; this is twice the proportion of 
occupied married women in 1931. One-quarter of the 
married women in paid employment are working part- 
time only, mainly as charwomen, office cleaners, kitchen 
hands, waitresses, and other domestic jobs. Over one- 
quarter of a million men aged 70 and over are still work- 
ing, and 110,000 women aged 65 and over are included 
in the occupied population. The distribution of the 
population by occupation has undergone considerable 
change in the past twenty years. The largest increase 
is in the group comprising metal manufacture, engineer- 
ing, and construction and repair of vehicles, which now | 
employs just over three and a half million persons ; this 
is twice the number employed in the industry in 1931. 
Rersons engaged in building and contracting have in- 
creased by over one-third and those engaged in profes- 
sional services have risen from 858,000 in 1931 to 
1,370,000 in 1951. The industries with the largest de- 
crease in the number of employees are coal-mining, with 
206,000 fewer workers, and textiles and clothing, with a 
quarter of a million fewer. Less than half a million 
persons were returned as unemployed in 1951, compared 
with two and a half million in 1931. In contrast the 
number returned as retired has risen from 1,080,000 to 
1,846,000. This large increase was confined to the older 
ages, the number retiring below the age of 65 for 
men and 60 for women having declined during the 
period. 

The survey shows that there were 13,312,000 structur- 
ally separate dwellings occupied by private households, 
of which 60% were of 4 or 5 rooms. Dwellings of all 
sizes up to 5 rooms have increased since 1931, while 
dwellings with 6 rooms or more have declined. This 
trend is due to the conversion of larger houses into 
smaller units. In 1951, 7% of all dwellings were occu- 
pied by 2 or more households ; in the county of London 
the percentage was 29 but in Scotland only 3.7. There 
are more than two people living in a room in 1.95% of 
the households of Great Britain. The overall picture 
of housing density shows very little change from the 
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position in 1931, and the increase of 33 millions in the 
population has not lowered the standard of density. 
A new question in the 1951 census sought information 
on the availability to each household of piped water, 
cooking stove with oven, kitchen sink, water closet, and 
fixed bath. Of these facilities a fixed bath was the least 
often available, 45% of all households either sharing 
or being without it. Generally the proportion which 
shared or was without these domestic arrangements 
was, aS might be expected, greatest among the house- 
holds with the smallest number of persons and among 
households occupying the smallest number of rooms 





CIVIL SERVICE DOCTORS 


In view of the Treasury’s refusal to allow arbitration 
on Civil Service medical officers’ salary scales, inade- 
quate under present circumstances, the Representative 
Body at Dublin endorsed the Council’s decision to 
refuse advertisements in this Journal of vacancies for 
medical officers in the Civil Service.1_ The present scales 
are those recommended by the Howitt Committee. Its 
report was issued last November, and we then described? 
its recommendations to make the posts more attractive 
as “merely trifling.” There is no need to revise this 
opinion ; indeed the Danckwerts award has destroyed 
whatever exiguous financial attraction the Howitt Com- 
mittee may then have laid before the profession. 

It will be seen from correspondence published this 
week* that the Treasury is well aware of the need “ to 
go ahead as soon as possible with the recruitment of 
medical officers in the Civil Service.” For some years 
recruitment has been inadequate to fill these posts, and 
the structure is already strained by lack of suitable 
men. 

The Howitt Committee itself realized that the rates 
of pay “might be too low.” It therefore framed its 
recommendations to attract doctors “of adequate 
quality who are interested in the kinds of work” to be 
found in the Civil Service, but did not think that, in 
order to do this, the remuneration offered should “ rival 
that of the most successful doctors ” outside it. Whether 
the best doctors are necessarily the most successful is a 
debatable point, but there can be no doubt that the 
Civil Service ought to have only men of first-rate quality 
in its higher posts. The previous salary scales failed to 
attract enough of them; the Howitt additions did not 
give promise of any improvement. 

Endeavours to attract doctors into any particular 
branch of medicine must take into account the financial 
prospects in other branches, as was admitted in the 
Tomlin Report. It was therefore to be expected that 
the Treasury would review the Civil Service scales for 
doctors with the Danckwerts award, as well as other 
factors, in mind. Its only response to present con- 
ditions is to promise a review of salaries “ not later than 
December, 1953,” and the Joint Committee represent- 
ing the Civil Service doctors not only found this un- 
acceptable but considered further discussion to be use- 





1 See Supplement, p. 53. 
2 British Medical Journal, 1951, 2, 1206. 
3 Supplement, p. 70. 


less. A fair solution would have been to refer claim 
and counterclaim to arbitration, as the profession wished, 
but the Treasury declined to agree to what has now 
become the customary way of seeking to resolve a dis- 
pute. In order to give effective support to. the claims of 
the Civil Service doctors in this deadlock, the British 
Medical Journal will not accept advertisements for 
medical officer appointments in the Civil Service until 
the Treasury is willing to discuss alternative proposals 
““which offer more acceptable opportunities for the 
officers concerned.” In this it is joined by the Medical 
Officer, Public Health, and the Medical World. 





THE NEW “WORLD LIST” 


The appearance of a third edition of the World List of 
Scientific Periodicals’ is an important event in scientific 
research and an outstanding achievement in British 
librarianship. The World List first appeared in 1925-7, 
its primary object being to serve as a bibliography of 
scientific (including medical) periodicals current during 
the years 1900-21, with details of the holdings of British 
libraries. The opportunity was taken to introduce a 
system of abbreviations of journal titles, a system which 
has since then been widely adopted and which is now, 
with minor modifications, being standardized at inter- 
national level. As long ago as 1937 the British Medical 
Journal adopted the World List style for the abbrevia- 
tions of titles of journals quoted in its pages, and the 
specialist journals published by the B.M.A. have followed 
suit. 

About 50,000 periodicals current at any time between 
1900 and 1950 are included in the new edition, compared 
with 25,000 in the first edition—a striking illustration of 
the rapid growth of scientific literature. The new 
edition, like its predecessors, lists not only periodicals 
actually held by one or more British libraries, but also 
those of which, so far as is known, there is no copy in 
this country. Details of the holdings of 247 British 
scientific and medical libraries are given. 

The new World List has been in preparation for five 
years, and great credit is due to all concerned in its 
compilation. Two of them (Mr. W. A. Smith, of the 
British Museum Library, and Mr. G. B. Stratton, 
Librarian of the Zoological Society of London) assisted 
in the production of the first edition, more than 25 years 
ago. They have seen a list of journals grow into an 
invaluable tool for research workers, a key which has 
opened the doors of many libraries in Britain. 





Sir Cecil Wakeley was re-elected President of the 
Royal College of Surgeons of England on July 10. He 
was first elected President of the College in 1949. 





We announce with much regret the death of Dr. R. W. 
Craig, who for 15 years was the Scottish Secretary of 
the B.M.A., retiring from this position in 1946. 





1 World List of Scientific Periodicals Published in the Years 1900-1950. 
ae often. London, Butterworth’s Scientific Publications, 1952. Price 
£1 " 
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Since the war there has been, in most parts of the 
country, a striking decrease in the incidence and 
severity of acute rheumatism. While the cause of this 
change is not clear, it has led to rather greater difficulty 
in the diagnosis of the disease, as the classical severe 
attacks are comparatively rarely seen. It is important 
that we should be as accurate as possible in making a 
diagnosis of acute rheumatism in a child or young adult, 
since this usually means a long and protracted treat- 
ment if the utmost is to be done to minimize the risk 
of permanent cardiac damage. Unfortunately we have 
no specific test to aid us, and we are forced to rely on 
a careful assessment of the history and clinical findings. 


History 


In about half the attacks or relapses of acute rheumatism 
there is a more or less clear history of a sore throat or 
pharyngitis ten days to three weeks before the onset of the 
disease. This sore throat is due to infection with the haemo- 
lytic streptococcus, and may be so mild that it produces 
little more than 24 hours’ malaise; on the other hand, it 
may last some days and may be associated with consider- 
able toxaemia and, perhaps, a rash—when it will be diag- 
nosed as scarlet fever. The severity of the antecedent throat 
infection seems to have no bearing on whether or not the 
patient will subsequently develop acute rheumatism. In the 
past some clinicians have referred to “rheumatic” «sore 
throats. It cannot be stressed too strongly that the sore 
throat is not in itself a manifestation of acute rheumatism, 
it does not occur at the same time as the arthritis or other 
rheumatic features, and there is nothing to distinguish the 
sore throat that is followed by rheumatic fever from the 
one in which convalescence is rapid and uncomplicated. 

On the other hand, a history of a sore throat during the 
preceding weeks offers strong support to a diagnosis of 
rheumatic fever. Further help in reaching a correct diag- 
nosis may be obtained by remembering that the vast majority 
of first attacks of this disease occur between the ages of 
5 and 15. ‘Thus we should hesitate to make the diagnosis 
in a child below the age of 5 or in an adult with no previ- 
ous history of the disease. Once a child has had an attack 
of acute rheumatism or chorea there is a greatly increased 
liability to further attacks. Thus if we have knowledge of 
a previous attack any suspicions about the present illness 
are considerably strengthened. 


Clinical Findings 


The pain of rheumatic fever is due to an arthritis. There 
is no convincing evidence that this disease ever gives rise 
to muscle or limb pain in any other way. “ Muscular 
rheumatism,” if it occurs at all, is no part of the 
symptomatology of rheumatic fever. From this it follows 
that the pain will be situated in a joint. Further, in many 
cases careful observation will show that the affected joint 
is swollen and tender. As is well known, the arthritis, even 
without treatment, is evanescent and “flits about” from 
joint to joint, each of which is involved for three to four 
days at the most. 

Despite the name, fever may not be very pronounced 
(see Fig. 1) and the “rheumatic hyperpyrexia” described 
by earlier physicians is now rarely seen. Whether this is 
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Fic. 1.—Temperature chart of a child developing a_ fatal 
rheumatic relapse ten days ss a haemolytic streptococcal sore 
throat. 


due to the almost invariable use of salicylates early in the 
course of the disease, to the fact that other diseases associ- 
ated with high fever were once confused with rheumatic 
fever, or whether there has been a change in the character 
of the disease is impossible to say. Perhaps the commonest 
mistake made is to regard the aches and pains which are so 
common a feature of almost any acute infection as evidence 
of rheumatic fever, especially in cases in which no obvi- 
ous cause for the fever can be found. This likelihood is 
increased by ‘anxiety on the part of the doctor not to miss 
the onset of rheumatic fever. 


Carditis and Other Rheumatic Manifestations 


Help in the diagnosis can be obtained from a considera- 
tion of the other manifestations of acute rheumatism, which 
are, of course, carditis, chorea, nodules, and rash. 

Carditis may reveal its presence by evidence of enlarge- 
ment of the heart—in the acute phase this usually gives 
rise to a diffuse apex beat, maximal beyond the mid- 
clavicular line ; by an apical systolic murmur which may 
be associated with an apical diastolic murmur (the so-called 
Carey Coombs murmur) or perhaps an aortic diastolic 
murmur; and by a pericardial rub. Difficulty is caused 
in some cases by an innocent or “functional” systolic 
murmur: This usually differs from the systolic murmur 
met with in carditis in that it is loudest towards the base, 
and is, of course, not associated with other murmurs or 
with any sign of cardiac enlargement. 

Chorea very rarely occurs at the same time as the acute 
arthritis and so is of little help in diagnosis in the acute 
stage, although a history of chorea previously is of exactly 
the same significance as a previous history of rheumatic 
fever. 

Subcutaneous nodules usually appear late in the attack, 
commonly some weeks after the onset of the arthritis. Their 
main clinical importance is not so much in assisting diag- 
nosis as in giving us sure evidence that the rheumatic pro- 








is =™ 


— 2 See Se, 


‘Seo 





om j++ 


ich 


ge- 
yes 
id- 
lay 
led 
slic 
sed 
ylic 
1ur 
se, 


ute 
ute 
tly 
atic 


ck, 
eir 
ag- 
ro- 





RHEUMATIC FEVER BRITISH 143 


MEDICAL JOURNAL 





cess is still active. They may be found over most sub- 
cutaneous bony or tendinous surfaces, and are particu- 
larly to be sought for on the bony points around the elbow, 
on the finger knuckles, over the tendons in front of the 
wrist (Fig. 2), on the back of the skull, and over the 
prominences around the knee. 





Fic. 2.—Rheumatic subcutaneous nodules along the palmaris 
longus tendon. 


The rheumatic rash is comparatively rarely seen. It is 
known as erythema marginatum or annulare, and these 
names fully describe its character. It starts as a patch 
of erythema which may just be palpable and spreads out- 
wards, and as it does so the central skin which was first 
affected returns to normal. Thus there is formed a ring 
or margin of erythema which gradually extends until it 
finally fades away. In its fully developed phase the irregu- 
lar rings of erythema are quite characteristic (Fig. 3). It 








Fic. 3.—Erythema marginatum (annulare) in a child with acute 
rheumatism. 


occurs usually in the acute phase of rheumatic fever, but 
comes and goes and may continue to do so for a long time. 
When this peculiar rash is found it is highly suggestive, if 
not actually diagnostic, of rheumatic fever, and its persist- 
ence should be regarded as strong evidence that the patho- 
logical process is still active. 





~ Differential Diagnosis 


Difficulties in diagnosis also arise from confusion with 
acute osteomyelitis. In this condition, however, the fever 
is generally higher, and careful examination will usually 
show that the pain and swelling is greatest not over the 
joint but at the end of one of the bones. Further, it is 
rare for more than one site to be involved in osteomyelitis, 
and, of course, the manifestation remains localized to the 
original site. 

Occasionally rheumatic fever presents with abdominal 
pain, often more or less localized to one or other iliac 
fossa. The mechanism of this is far from clear; it may 
be due to an acute arthritis of the hip, but some workers 
think that it may represent an actual involvement of the 
peritoneum by the rheumatic process and regard it as 
analogous to the pleurisy that is rarely associated with 
rheumatic fever. Such cases with abdominal pain as: the 
first symptom are particulftly difficult and are often sub- 
jected to laparotomy, on the suspicion of acute appendicitis, 
before the true nature of the condition is disclosed by the 
subsequent development of a fleeting polyarthritis or signs 
of carditis. 


Salicylate Therapy 


Since we are ignorant of the actual cause of rheumatic 
fever we have no specific curative agent. The whole aim 
of treatment must be directed to the prevention of carditis 
or, if this develops, to doing all we can to reduce to a 
minimum the permanent cardiac damage. ‘ 

Salicylates in full dosage will relieve the arthritis and 
abolish the fever within 24 to 48 hours. In fact in cases 
in which the diagnosis of an acute arthritis is in doubt they 
may be used as a diagnostic test. However, it is essential 
to remember that despite this symptomatic cure the all- 
important carditis may progress steadily. This is not to . 
say that salicylates should not be used—they should be— 
but we must take care not to be lulled into a sense of false 
security by their effect. 

There is no proved virtue in any of the special salicylate 
preparations so commonly recommended. Sodium salicy- 
late or acetylsalicylic acid are still probably the prepara- 
tions of choice. It will be remembered that it has long been 
taught that sodium salicylate should be prescribed only with 
the same, or even double, the dose of sodium bicarbonate, 
and it has been claimed that this reduces the toxic effects of 
the drug. It has now been shown, however, that the only 
effect of the alkali is to increase the excretion of the drug 
and that therefore in order to obtain a satisfactory effect 
it is necessary to prescribe larger amounts of salicylate than 
if given alone. Thus nothing is in fact gained. Some years 
ago it was claimed that even the carditis could be controlled 
if salicylates were given intravenously. It is now generally 
agreed that this is not correct, and because the danger of 
intravenous administration is great it is practically never 
justifiable. 

For a child of 10 years of age 20 gr. (1.3 g.) of sodium 
salicylate or of aspirin should be given every four hours 
and continued until toxic effects appear. Some degree of 
deafness and tinnitus is practically unavoidable and may 
be disregarded. More serious toxic effects are vomiting, 
drowsiness, and deep respirations. If any of these develop 
the drug should be stopped at once for 24 hours and then 
prescribed in a smaller dose. The most serious complica- 
tion of salicylate therapy is the development of a haemor- 
rhagic state due to hypoprothrombinaemia. If any haemor- 
rhages or purpura occur the drug should, of course, be 
stopped and the patient immediately given vitamin K (inj. 
menaphthon., 20 mg. intravenously), or better still a trans- 
fusion of 500 ml. of fresh blood. a“ 


Management of the Carditis 


However, as has been said, all that can be hoped for 
from salicylates is relief from pain and fever. The carditis 
can be avoided or helped only by absolute rest under epti- 








pee 





144 Jury 19, 1952 


mum conditions until we are as sure as we can be that the 
rheumatic process is at an end. It has long been recog- 
nized that rheumatic fever has a striking social incidence, 
being much rarer in the wealthy members of the community 
than in those not so well off. While the actual factor at 
fault has not been determined, it is fairly clear that the 
predisposition to rheumatic fever is connected with the 
patient’s social environment. Therefore it is reasonable 
and desirable to do what we can to remove the child 
from this undesirable environment. This usually means 
admission to hospital. Further, despite the name “ acute 
rheumatism,” it is now well known that the disease is in 
fact anything but acute and commonly runs a course of 
many weeks or months. If a patient is to be kept at rest 
in bed for such a long time he needs occupation and diver- 
sion. The best form of occupation for a child of school 
age is some form of schooling and education. Thus arises 
the.need for hospital schools for the treatment of children 
with rheumatic fever. In su@W schools they can rest in 
bed for as long as may be necessary and can have their 
minds occupied. Provided that the hospital school has 
adequate nursing and medical staff there is everything to 
be gained by admitting the child as soon as the diagnosis 
is made. Patients with rheumatic fever should receive a 
full well-balanced diet as soon as they can take it. 


The Return to Normal Activity 


As has already been stressed, the arthritis and fever are 
evanescent and provide no real indication of the progress 
of the ‘attack so far as the carditis is concerned. The 
presence of rash, nodules, or chorea makes it clear that the 
disease process is still active, as of course does the develop- 
ment of any further evidence of cardiac damage. However, 
these are not common, and on this all-important problem 
we have to be guided by a consideration of various non- 
specific tests. The most valuable of these are the pulse 
rate, the weight, and the erythrocyte sedimentation rate. 

The pulse is a very valuable guide to activity in most 
infections. However, the unreliability of the pulse in 
nervous or excitable patients is‘ well recognized. For this 
reason we should try to take the pulse rate in rheumatic 
fever when the patient is asleep. A careful record of the 
sleeping pulse rate should always be kept. Normally this 
is about 10 beats a minute slower than the rate when the 
child is awake, but during the active phase of the disease 
it is raised and about the same as the waking pulse rate. 
As the disease subsides it falls. 

A normal healthy child gains weight fairly steadily, 
especially when convalescent from an acute illness. For 
this reason a careful record of the weight every week is 
of great value, as a steady gain indicates that the illness 
is probably over. 

The erythrocyte sedimentation rate is perhaps the most 
delicate index of a persistent infection that we have, and 
no child with rheumatic fever should be allowed out of 
bed until the sedimentation rate has been normal for a 
month. This is necessary because some cases of the disease 
exhibit what has been called a “ polycyclic” course, in 
which the activity waxes and wanes so that a single nor- 
mal reading cannot be accepted as proof that all danger is 
past. 

After a long period of rest in bed it is necessary to return 
the child to normal activity by easy stagés of rehabilitation. 
A method that has proved of value has been to wait till 
the sedimentation rate and sleeping pulse rate have been 
normal for a month and there is a steady gain in weight. 
The patient is then given graduated exercises while remain- 
ing in bed. Particular attention is paid to the feet in an 
attempt to prevent the development of flat-feet when the 
child first gets up. If after a month there is no evidence 
of relapse, more elaborate graduated exercises are performed 
with the child out of bed for the exercises. After a further 
month the patient is allowed up for half the day, and then, 
a month later, he is up and about the ward all day. At 
this stage, provided there is no gross cardiac enlargement, 


RHEUMATIC FEVER 





the child is encouraged to lead a full normal life with games 
and exercises, and on discharge from the hospital school 
returns to a normal school life. 

It cannot be stressed too strongly that the child with 
chronic rheumatic heart disease in the shape of some slight 
cardiac enlargement and a mitral lesion and with ho active 
rheumatic infection needs no special treatment or restric- 
tion. If there is gross cardiac enlargement or any genuine 
restriction of activities by dyspnoea school should be per- 
mitted but not games or drill. The presence of an aortic 
lesion usually indicates more severe damage, but here, too, 
it is probably safe to allow the child to lead a normal 
school life provided there is no pronounced cardiac enlarge- 
ment. This normal school life is extremely important from 
two aspects. First, it is essential that we do not occasion 
a cardiac neurosis by over-restricting a child with a minimal 
and, at this stage, insignificant cardiac lesion. Secondly, 
the child with rheumatic heart disease will ultimately have 
to compete with other children for employment. It is neces- 
sary for them to seek relatively sheltered and sedentary 
employment, not so much because of the immediate ill 
effects of a laborious occupation, but because ultimately 
they will suffer as a result of their heart disease. Pro- 
vided the child has adequate schooling it is usually fairly 
easy to avoid a laborious occupation on leaving school, but 
it is extremely difficult for a docker to obtain sedentary 
employment at 35, the age at which the patient with chronic 
rheumatic heart disease is likely to begin to develop symp- 
toms. For these reasons as full an education as possible 
and advice concerning suitable employment are very impor- 
tant for these children. 

To sum up the management of the child with rheumatic 
fever we may say, complete rest in bed for as long as there 
is any suggestion of persistent rheumatic infection, followed 
by gradual return to normal life. But, provided there is no 
evidence of active rheumatic infection, and in the absence 
of gross cardiac enlargement or genuine symptoms of early 
cardiac failure, the physical activities of the child with 
chronic rheumatic heart disease need not be restricted. 


Prophylaxis 
Great hopes were raised by the preliminary reports of the 
value of cortisone and A.C.T.H. in the treatment of rheu- 
matic fever. There is no doubt that these agents relieve 
the fever and arthritis as promptly as salicylates, but whether 
they exert any beneficial effect on the carditis is far from 


“clear. It is certain that the disease may, and often does, 


show an acute exacerbation or relapse when the drug is 
stopped. Hench has very aptly compared the effect of 
these drugs in rheumatic fever to clothing a fireman in 
the middle of a fire with an asbestos suit: it may prevent 
him from being burnt, but it will not put out the fire. 

Finally, can anything be done to reduce the well-known 
tendency of patients who have once had rheumatic fever 
to have another attack ? Attempts have been made to do 
this by preventing the antecedent haemolytic streptococcal 
sore throat by the continuous administration of sulphon- 
amides or penicillin. While these measures have met with 
some success, they cannot be recommended for general use. 
Sulphonamides carry with them the risk of various toxic 
effects, and very large doses of penicillin are needed by 
mouth, while repeated injections are clearly impracticable. 
Our best method of attempting to deal with this problem 
would seem to be to do what we can to improve the 
environmental factors, perhaps paying particular attention 
to the patient’s diet, and by regular rcutine clinical exami- 
nations in order to recognize any mild relapse as soon as 
possible. 

In the event of any relapse of acute rheumatism, in any 
form, it is most important that complete rest should be 
reimposed and the relapse treated as if it were an initial 


attack. 





Next Refresher Course Afticle.—‘ Peptic Ulcer,” by Pro- 
fessor C. F. W. Illingworth. 
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JOINT ANNUAL MEETING, DUBLIN, 1952 


SUMMARY OF PROCEEDINGS 


FIRST PLENARY SESSION: DEATH IN EARLY 
ADULT LIFE 


Tuesday, July 8 


The Plenary Sessions were a welcome innovation at the 
Scientific Meeting in Dublin and there was a large attendance 
on all three days. The first session, the subject for which 
was “Death in Early Adult Life,” was declared open by 


Dr. P. T. O’FARRELL (Dublin), the President of the British - 


Medical Association, and Professor J. MCGRATH (Dublin) 
then took the chair. 


Statistical Considerations 


Dr. R. C. Geary (Dublin) opened the discussion with a 
statistical review of death rates in the age group 15-44 years 
in European countries. The general mortality in this group 
was now only one-third of what it was in 1900. The rate 
of decline showed no sign of slackening, and if the down- 
ward curve persisted at the same speed it would reach neglig- 
ible proportions by 1965. The mortality figures in this age 
group were highest in Spain and lowest in the Netherlands. 
Ireland and Scotland were the only countries where the 
female death rate exceeded the male. One was entitled to 
assume that as the standard of living rose higher so both the 
general death rate and the tuberculosis rate fell among young 
adults. Respiratory tuberculosis took the heaviest toll at 
ages 24-35 for men and 15-24 for women, and it was 
possible to show that there was a positive correlation between 
the absolute level of mortality and mortality from tubercu- 
losis. It was also noticeable that countries which started 
the century with the lowest death rates had seen the greatest 
decline. 

The most spectacular decline was from diseases of the 
respiratory system ; this had been more marked for men than 
for women. The general decline in mortality was due also 
to the practical disappearance of some of the infective and 
parasitic diseases. Other causes of death in this age group 
—heart disease, nephritis, diseases of childbirth, suicide, and 
violence—all showed the same steady decrease, and a 
remarkable fact was that the proportional decline between 
any two periods was, broadly speaking, the same. 


The Pathologist’s Point of View 


Dr. R. DoNALD TEARE (London) analysed causes of death 
found in 2,078 post-mortem examinations on persons aged 
15 to 44 years: this was what the speaker called coroner's 
material and formed 11.5°3 of the total of 18,000 necropsies 
he had performed since the end of the war. Unnatural 
causes accounted for 859 of these deaths, of which 60% were 
in men and 40% were in women, presumably owing to the 
fact that women were not subject to the same hazards as men. 
In both sexes the largest number of unnatural deaths were 
suicidal—183 men and 131 women. Among the natural deaths 
coronary atheroma and hypertension were the commonest 
causes : they were responsible for 191 deaths in men and 47 
in women. The other common causes of death included 
tuberculosis, rheumatic heart disease, new growths, bron- 
chitis and asthma, ruptured berry aneurysm, and congenital 
heart disease. 

In an urban population coal gas was the most favoured 
means of committing suicide, though the use of barbiturate 
drugs was increasing among women. Road traffic accidents 
presented a terrible wastage of young lives: of the 39 deaths 


among motor-cyclists 30 died from fractured skulls. Legis- 
lation might possibly assist here by insisting on all motor- 
cyclists wearing crash helmets. Abortion was responsible 
for 108 deaths in his series—a high figure which might be 
lowered by improved environmental conditions. The early 
recognition of infection and of lower nephron nephrosis 
would also do something to lower the mortality. 

In the field of medical misadventures, Dr. Teare said that 
the profession would do well to search its conscience. In his 
series 44 patients had died as the result of treatment, and 
more than one-third were due to air embolism. He person- 
ally deprecated the method of inducing artificial pneumo- 
thorax by puncturing the lung. The administration of drugs 
causing agranulocytosis led to a number of fatalities: 
unfortunately as soon as one drug fell into disrepute another 
took its place and caused another series of deaths. Dr. 
Teare concluded with a plea for more intensive research into 
the aetiology and treatment of coronary heart disease. 


The Influence of Industrial Conditions 


Dr. R. S. F. SCHILLING (Manchester) put the point of view 
of the expert in industrial medicine. Between the years 
1940 and 1949 the total number of civilian deaths in this 
age group were approximately 230,000 males and 223,000 
females. Deaths from direct occupational causes—such as 
those due to accidents and industrial diseases—represented 
only a small proportion of the total deaths in males, and in 
females it was very few indeed. Accidents caused more 
occupational deaths than anything else. There was a rise in 
the accident death rate during the war, and it had not fallen 
since in the same proportion as the ordinary death rate. 
Medical responsibility in the prevention of occupational acci- 
dents had to be considered. A medical officer could assist 
in the selection of workers for suitable tasks, especially when 
the work was dangerous or when the worker could bring 
others into danger, and he could save life by early treatment 
not only in the factory but in hospital. By detecting unsafe 
practices and consulting with other experts—engineers, safety 
officers, and management—he could exercise a powerful influ- 
ence in the prevention of accidents and also of industrial 
diseases. 

Respiratory tuberculosis was responsible for 25% of 
deaths in this age group, but very few of these deaths 
could be ascribed directly to the hazards of work. A small 
number of these deaths were due to pneumoconiosis compli- 
cated by pulmonary tuberculosis. There was evidence of a 
high risk of infection at work. Dr. Alice Stewart, in her 
work in the boot and shoe industry, calculated that 40% 
of the men in the industry contracted their critical infec- 
tion at work ; this risk would not be reduced so much by 
improved ventilation or more generous spacing between 
workers as by detecting infected persons by mass radio- 
graphy, by increasing the number of sheltered workshops 
where the chronic carriers could work without risk to others, 
and by protective vaccination. 

The prognosis in cardiovascular and renal diseases, par- 
ticularly congenital heart disease and rheumatic heart 
disease, could undoubtedly be influenced by the patient’s 
work. It had been found that where young people with 
these complaints had been trained to do suitable work they 
did well. The death rate from coronary disease was rising 
in this age group. Morris and his colleagues at the Social 
Medicine Research Unit had shown that its incidence was 
significantly higher in general practitioners than in other 
doctors. It might be that this age group would provide clues 
of other social and occupational factors influencing this 
disease. Cancer was responsible for 9% of deaths in this 
age group. Many exogenous carcinogenic agents—such as 
mineral oil and coal-tar derivatives—had now been identified 
and the men dying of cancer out of. their time might provide 
evidence of other such agents not yet detected. Dr. Schilling 
concluded by saying that there were few deaths that could 
be directly attributed to occupation, but work had a very 
wide influence on the life and health of men and women in 


this age group. 
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Maternal Deaths 

Dr. Nintan Mcl. FAtkiner (Dublin) discussed maternal 
deaths and quoted figures obtained from the records of the 
Rotunda Hospital. The maternal mortality rate had fallen 
from 6.2 per 1,000 births in the period 1925-37 to 2.8 per 
1,000 in 1938-50. There had been a remarkable fall in the 
death rate from hyperemesis, but the great improvement in 
maternal mortality since 1937 was mainly due to the fall in 
the deaths from sepsis. There had been a less satisfactory 
decrease in deaths from the late toxaemias, and the fall in 
the death rate from accidental haemorrhage was not very 
significant. There were now fewer deaths from cardiac 
disease, but ruptured uterus was still an important cause of 
maternal mortality, and there was still room for an improve- 
ment in antenatal care. 


The Contribution of Surgery 


Mr. A. Dickson WriGut (London) spoke for the surgeons. 
He said that acute appendicitis, ulcer perforation, and intes- 
tinal obstruction used to be common causes of death in young 
people. The extraordinary adaptive abilities of the human 
frame to circumstances had in the past not been fully 
appreciated. Many lives were saved now because the 
surgeon knew that it was possible to live comfortably with 
only a small part of the intestine. Operations were now 
part of the standard treatment of pulmonary tuberculosis. 
Children with cardiac ‘malformations entered early adult 
life in a precarious condition, but now surgery could help 
them, and intestinal malformations could also be successfully 
treated and lives saved. 

Not very much could yet be done by surgery in coronary 
disease: results with all kinds of grafts had been disappoint- 
ing, but in view of the extraordinary ways in which new 
circulations were known to develop it seemed that a surgical 
cure for this disease must be found. Young people with 
cerebral haemorrhage (mainly from congenital aneurysms of 
the larger arteries at the base of the brain and antero-venous 
aneurysms on the surface of the brain) need not now be 
denied surgical help; angiography could define the lesion 
and allow the surgeon to deal with it successfully. Hyperten- 
sion was a not uncommon disease in this age group, and 
in selected cases treatment by operation was indicated. 

It did not always occur to the physician that a young 
person’s symptoms might be due to malignant disease until 
too late. Suspicious cases should be investigated surgically, 
and the operation should be massive enough to eliminate the 
disease. Many persons who had attempted suicide owed 
their lives to surgery. Mr. Dickson Wright had himself suc- 
cessfully operated on ten such cases, and the patients had 
survived to lead useful lives and had never reproached him 
for what he had done. It was specially important to leave 
the minimum length of scar when operating on those who 
had attempted to take their own lives. 


Increasing Strain of Modern Life 


Professor L. ABRAHAMSON (Dublin) reviewed some of the 
important points mentioned by previous speakers. He said 
that many deaths in young adults were due to cardiac disease 
associated with rheumatism. There was now a curious 
change in symptomatology, and the diminution of acute 
rheumatic arthritis had not been matched by a reduction in 
the cases of cardiac involvement. Treatment had little 
effect in aortic syphilis, and the amelioration of symptoms 
had not been accompanied by any material prolongation of 
life. Not long ago deaths from coronary sclerosis might 
have been excluded from tHis group, but it now occurred 
among those towards the upper limit of the age range. An 
important contributory factor was the increasing strain of 
modern life. 

B.C.G. injections were now being used for tuberculosis 
immunization, but many years must elapse before the merit 
of this method of prevention could be assessed. Strepto- 
mycin had opened a significant new chapter in the treatment 
of tuberculosis: there was no sound basis for the contention 
that continued administration of this drug was not only use- 


. 


less but harmful when the bacilli had become markedly 
resistant. It was possible, however, that the dosage of 
streptomycin was too high and that of P.A.S. too low. 

The well-being and survival of man depended on in- 
fluences outside the sphere of medicine, but Professor 
Abrahamson was sufficiently optimistic to hope that within 
the next half-century many of the diseases discussed would 
have taken their place among the vanquished. 

At the end of Professor Abrahamson’s address there was 
time for only a short discussion. 

Mr. A. LAWRENCE ABEL (London) said that young adults 
with spasm of the coronary arteries which had not developed 
to the stage of fibrosis or calcification could be relieved by 
cervico-dorsal sympathectomy. Referring to “deaths” on 
the table, Mr. Abel said that patients would often recover 
after cardiac massage and artificial respiration. But if they 
did not recover within about five minutes, even if the heart 
and respiration eventually started again, they would not 
regain consciousness and would die within 24 hours. If, 
however, the external jugular vein was opened on the right 


~ side, the congestion in the brain was relieved and the patient 


would recover consciousness and live. 

The recurrence of malignant disease after operation was 
mentioned by one speaker, who asked if there was any likeli- 
hood of British surgeons following the practice of some 
United States surgeons of reopening the patient’s abdomen 
every six months. Mr. DicKsON WriGurT said that he per- 
sonally did not follow this practice. 

Major-General J. C. A. Dowse (London) pleaded for 
legislation relating to motor-cyclists, stating that by the use 
of crash helmets fractured skulls among motor-cycle riders 
were reduced by 50%. Twist fractures below the knee were 
also reduced by 25% by the fitting of a bar on the machine 
to prevent the weight of the cycle coming down on the leg 
when the man fell off. Dr. TEareE said that it would be 
helpful if people like A.A. scouts, policemen, and other 
public servants were encouraged to wear crash helmets. Dr. 
W. N. Leak (Winsford) asked about deaths to pillion riders, 
but Dr. TEaRE said that in built-up areas it was the cyclist 
who took the main impact. 





SECOND PLENARY SESSION: THE RELIEF 
OF PAIN 


Wednesday, July 9 
Pain as a Protective Mechanism 


Dr. O. C. Carter (Bournemouth) was chairman of the 
second Plenary Session, which was devoted to the subject of 
relief of pain and was attended by some 500 members. Pro- 
fessor V. M. Synce (Dublin) opened the discussion by 
advancing some general ideas about pain, which, he said, was 
developed as a protective mechanism. 

A good deal was known about the patifways of pain from 
traumatic or inflammatory lesions, but the true mechanism 
of pain in duodenal ulcer was not known. Pain was a sub- 
jective sensation ; there was no instrument for measuring it, 
nor for ascertaining the different types of pain. The doctor 
could only try to find whether there was disease present to 
account for it. If there was no evidence of organic disease 
the pain was often assumed by the doctor to be trivial or 
imaginary, but a doctor who had suffered pain himself would 
understand that it was not wholly physical. Pain was com- 
posed of two elements—the abnormal stimulation of 
somatic or visceral nerves plus the reaction which this 
stimulus caused in the conscious mind.’ 


Pain as a Diagnostic Aid 


Dr. E. T. FREEMAN (Dublin) spoke on the constitutional 
factors in pain, pain in diagnosis, and the difficulty of reliev- 
ing chronic pain. Pain was relative to the person experi- 
encing it: in general, people living an over-civilized life 
complained of pain more than those living nearer nature— 
but this did not mean that in a real crisis there was much 
difference between them; it was merely that civilized man 
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wished to be free of unpleasantness. He thought this was 
the reason for the present great demand for simple anal- 
gesics. Rightly interpreted, pain was a most important 
diagnostic aid. With the exception of headache, it was rare 
for a patient to complain of persistent severe localized pain 
without there being an organic cause for it, and negative 
findings on clinical examination were not conclusive that 
the pain had no organic cause. Hysterical symptoms rarely 
appeared for the first time after 40 years of age. 

Acute short-lived pain could be relieved by morphine or 
opium alkaloids, but long-continued or relapsing pain pre- 
sented difficulties. Morphine was unsuitable because of the 
danger of addiction, though this need not be a serious con- 
sideration when it was clear that the illness would be short 
or that recovery was impossible. For relieving chronic pain 
we needed a drug as potent as morphine but which would 
not seriously affect consciousness or muscular power. 


Pharmacology of Analgesics 


Professor D. M. DunLop (Edinburgh) spoke briefly of the 
pharmacological action of morphine, diamorphine, pethi- 
dine, and amidone. He said that pain could be relieved in 
many ways, and he would discuss only the analgesics which 
acted on the central nervous system—opium and its alkaloids 
and some of the newer synthetic drugs. He compared their 
effective doses (Table I) and their side-effects (Table II). 
No two analgesics were exactly alike, and he gave his own 
indications for those in common use (Table III). 


TaBLE I.—Equivalent Analgesic Doses of Commonly Used 
Analgesic Drugs 


Morphine - “a 15 mg. G gr.) 


Diamorphine (heroin) a - 5 mg. (1/12 gr.) 
Tincture of opium (laudanum) 1-7 ml. (25 minims) 
Amidone (physeptone) , 10 mg. 


Pethidine ny o oe a mg. y ae 
Phenadoxone (heptalgin) 10 mg. by intramuscular injection 


TABLE II.—Side-effects of Morphine, Diamorphine, Pethidine, and 
Amidone (3=Considerable Side-effects, 2=Moderate, I1= 











Slight) 

Side-effects |Morphine Diamorphine | Pethidine Amidone 
Biliary 3 3 3 0 
Ureter 3 3 0 0 
Bladder 3 3 0 0 
Bowel 3 2 1 1 
Nausea 3 2 1 2 
Cough 3 3 0 2 
Respiration 3 3 1 2 
Hypnotic 3 3 | 2 1 
Cardiovascular 3 3 | 1 0 

| 

















TaBLe III.—Indications for Analgesics in Common Use 





Late stages of hopeless disease .. Diamorphine 
Pre-anaesthetic narcotic . 
Acute cardiac disease } Morphine 
Post-operative pain ’ 
Ureteral and bowel colic Pethidine 


Obstetrical analgesia 
Biliary colic : Amidone intramuscularly 
Severe chronic pain Amidone orally 


Cough sedative .. a - as - eine a 
Headache \ : Codeine with coal tar 


Pains of muscle, joints, nerves antipyretics 








Relief of Pain by Surgery 

Sir GEOFFREY JEFFERSON (Manchester) said that pain was 
bound up with emotional factors. He believed that surgery 
was not used sufficiently in the treatment of hopeless 
malignant disease. The pain of malignant disease was 
due to the involvement of bone or of a nerve plexus— 
tumour of the breast involving the brachial plexus, for in- 
stance—and the pain was so relentless and so unrelievable 
by drugs that something had to be done surgically. Sir 
Geoffrey gave examples of such cases, and said that the 
operations were not difficult and on the whole were suc- 
cessful. He had performed 32 operations on the fifth, 
ninth, and part of the tenth cranial nerves for malignant 


involvement of the nasopharynx or other cranial structures. 
In 21 of these cases the operation was either section of the 
trigeminal root or removal of the Gasserian ganglion (one 
patient died in hospital). Section of the trigeminal root 
and glossopharyngeal nerve in the posterior fossa—some 
with division of C 2-3 posterior roots—was carried out on 
seven patients, none of whom died in hospital. He had also 
injected alcchol into the Gasserian ganglion in four cases, 
again without a death in hospital. Cordotomy should pro- 
duce analgesia without any form of sensory loss. The old 
idea of this operation was of a “nick” in the spinal cord, 
but whether it was successful or not depended on the depth 
of the cut ; if it failed in its purpose the operation had been 
improperly done. Sir Geoffrey gave details of cordotomies 


TaBLE IV.—Cordotomies for Pain—77 Cases 


A. Cervical cordotomies: high cervical laminectomy, section 

at second cervical segment (one death from infection) .. 19 cases 
B. Thoracic cordotomies: upper thoracic inectomy, cord 

section at T 2-3 (4 deaths) ae ‘ Ape od 


TABLE V.—Lesions for which Cordotomy was Performed 











. . {Breast - oi ae oe ‘a 5 14 cases 

Copfreme: Uterus, prostate, rectum .. 3 ae  — 

i Bone—primary or secondary on - - is 
Phantom limbs | ° os we oa oe ae aa  « 
Herpetic neuralgia, spinal tumours, or degenerations .. i s&s 
Tabetic pains oe % a me ‘a se am =. a 
Miscellaneous leg pains et ae ae +6 os ‘vn S ws 

CORDOTOMY ( 
AT c2__‘\ CORDOTOMY 





AT T2/3 


Level of analgesia and thermal loss after cordotomy. 


performed by himself (Tables IV and V and Fig.). Leuco- 
tomy could be performed for widespread pain, but he was 
reluctant to carry it out—the one case on which he had 
operated was earefully chosen, and it was successful. 


Obstetrical Analgesia 


Mr. F. N. REYNOLDS (London) spoke of relief of pain 
in childbirth, particularly in patients attended only by mid- 
wives. The best analgesics were pethidine, or “ omnopon ” 
-—scopolamine, and trichlorethylene. Private patients or 
patients in a well-equipped ward were assisted satisfactorily, 
but not so much was done for those attended only by mid- 
wives. There was a jack of interest in this problem. The 
methods available to midwives were not used as freely as they 
should be, and in domiciliary practice the nitrous-oxide appa- 
ratus was too heavy to carry round on a bicycle. Mr. Rey- 
nolds said that he was second to none in his admiration of 
midwives, but he would be most unhappy if he had to attend 
a patient with as little equipment for the relief of pain as 
the midwives had. Every local health authority should 
appoint an obstetrician or anaesthetist to take responsibility 
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for obstetrical analgesia, and his duty should be to teach 
the midwives and to advise the patients: If this suggestion 
were carried out pethidine, nitrous-oxide—air, and trichlor- 
ethylene might all be made generally available to midwives. 
The present position was unsatisfactory and did not reflect 
creditably on the specialty of obstetrics. 


The General Practitioner’s Point of View 


Dr. S. WAND (Birmingham) contributed the reflections of 
the general practitioner. Pain brought the patient to the 
doctor quicker than anything else ; this was not surprising, 
for the patient feared pain more than he did death. Pain 
was not only a disagreeable disability ; it disorganized family 
life, and it could reduce the family income. Conversely, 
the absence of pain might produce a false sense of security. 
The first step was to find and eliminate the cause of pain— 
the call to the general practitioner was for speedy relief ; 
for the consultant the emphasis was on treatment. 

Reaction to pain depended on the emotional state of the 
patient at the time; the perception of pain varied from 
patient to patient and in the same patient. In these days 
there was so much fear, anxiety, and emotion expressed 
in terms of pain that there was a tendency for the doctor 
to regard pain without a definite cause as a neurosis—with 
consequent embarrassment and distress when a _ serious 
organic cause manifested itself later. All pain should be 
regarded as having an organic cause until it was disproved, 
if necessary by repeated investigation. Nevertheless psycho- 
genic pain was real to the patient and must be relieved; 
the elimination of anxiety and the attitude of the doctor both 
played their part in this. 

Dr. Wand then discussed the general practitioner’s methods 
of dealing with pain. The use of tablets of distinctive colour 
or markings had, he thought, increased the danger of addic- 
tion, particularly with the barbiturates. There was little 
doubt that a large and increasing proportion of the popu- 
lation was becoming addicted to aspirin and phenobarbitone. 
He stressed the value of rest, and outlined the treatment for 
pain in malignant disease. 


Questions 

There is space to report only a few of the questions which 
were asked when the meeting was thrown open for discussion. 
Asked if there were any analgesics which were not drugs of 
addiction, and whether heroin should continue to be used, 
Professor DUNLOP replied that all analgesics had a tendency 
to cause addiction and he thought the advantages of morphine 
over heroin were sufficient to make it unnecessary for heroin 
to be retained, except perhaps for the late stages of hopeless 
malignant disease, when the euphoria it produced eased the 
patient’s last hours. Dr. Maspet LiInpsey (Manchester) 
asked what could be done for severe and disabling 
dysmenorrhoea in young girls. Mr. REYNOLDS replied that 
treatment was difficult. Thyroid gland extract for six or 
nine months might be useful if given soon enough. There 
was seldom a pathological reason for the pain; dilatation 
of the cervix could be carried out, but the only real cure 
was marriage and motherhood. 

Dr. C. W. WALKER (Cambridge) asked if there was any 
pain which could not be cured by suggestion, to which 
Professor SYNGE replied he did not think suggestion would 
cure anything. Asked if amidone was a drug of addiction, 
Professor DUNLOP replied that it was—but very much less 
than heroin and morphine. In reply to a question about 
trichlorethylene inhalers Mr. REYNOLDS said that no form 
of inhaler had been passed by the Central Midwives Board 
as being safe for midwives to use. He thought the Freed- 
man inhaler with the Woodfield-Davis modification would 
fill their needs, and for the practitioner the Freedman was 
best. 

In another answer, Sir GEOFFREY JEFFERSON said that 
theoretically all pain was curable by surgery, but of course 
in actual fact surgery was not always practicable. Some 
patients still felt pain after the division of pain fibres— 


especially in a phantom limb, in malignant disease, and in 
post-herpetic neuralgia. Professor DUNLOP said that there 
was no truth in the suggestion that injections of crude liver 
extract relieved the pain of herpes zoster, and Professor 
SYNGE said that the use of x rays or radium therapy in in- 
operable cancer did give considerable relief of pain. 
Mr. REYNOLDs, in reply to a question about the value of 
antenatal exercises in obstetrics, said that they did help the 
woman who understood what she was doing. Asked about 
best methods of relieving pain in young children, Dr. WAND 
said that he found the old-fashioned mixture of paregoric 
and bromide very useful. 





THIRD PLENARY SESSION : CLINICAL 
DERANGEMENTS OF BODY FLUIDS 


Thursday, July 10 


Physiological Principles 
Opening the Session, the Chairman, Professor D. M. 
Duntop (Edinburgh) said that present-day knowledge of 
the physiology of body fluids and electrolytes had saved 
many lives which might previously have been lost from 
neglect or misapplied therapy. 

Dr. D. A. K. BLack (Manchester) discussed the physio- 
logical principles and the mechanism of fluid loss in rela- 
tion to the diagnosis and treatment of fluid derangements. 
Fluid made up about two-thirds of the body weight, and it 
was distributed in three compartments—in the plasma, and 
as interstitial and intracellular fluids, these amounting to 
about 3, 12, and 35 litres respectively. The balance 
between intracellular and extracellular .fluids was maintained 
almost entirely by osmotic equilibrium of the mineral salts 
in the cells and extracellular fluid. The body possessed 
efficient mechanisms for guarding its content of mineral 
salts, but these mechanisms frequently broke down in renal 
or endocrine diseases or when they were overtaxed by undue 
losses of minerals, often from the alimentary tract. 

The three main varieties of disturbance of body fluids 
and electrolytes arose from depletion of water, sodium, 
or potassium. Water depletion was usually caused by 
diminished intake of water and was aggravated by 
obligatory water loss in perspiration, in respiration, and 
in the urine. Water depletion led to retention of 
electrolytes, but, since the water lost from the body was 
derived from both intracellular and extracellular com- 
partments, there was no early diminution of blood 
volume and consequent impairment of the circulation, but 
thirst was the important early symptom. Sodium depletion 
could occur only when there was abnormal loss of sodium 
from the body, as in excess sweating or vomiting. The 
earliest change was a diminution of the extracellular fluid, 
leading to circulatory failure ; thirst was absent. Potassium 
deficiency usually followed loss of gastro-intestinal secre- 
tions, but might also result from loss of potassium in the 
urine, as in diabetic coma. 

In deciding which type of depletion was present the 
clinician had to rely on careful history-taking, physical 
examination, and ward records. The degree of salt deple- 
tion was usually indicated by testing the urine. Mixed types 
of depletion were common, and treatment should aim at 
restoring body fluids and electrolytes to normal. Dr. Black 
concluded by showing how these principles could be applied 
to the treatment of diabetic coma. 


Surgical Aspects 
Mr. A. W. WILKINSON (Edinburgh) said that in the week 
following surgical trauma there was a reduction in urinary 
volume and in sodium and chloride excretion, a temporary 
increase in potassium output, and a prolonged increase in 
nitrogen excretion. In the second week the excretion of 
water, sodium, and chloride increased, while nitrogen excre- 
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tion fell; soon after, excretion reverted to normal. These 
changes probably reflected metabolic disturbances at the site 
of injury. Unless there was excessive loss of body fluids, 
most patients did not require intravenous therapy. 

Mr. Wilkinson then went on to discuss abnormal fluid 
loss. Whole blood might be lost slowly, as from a bowel 
carcinoma, in which case treatment of the resulting 
anaemia must be slow and cautious. Rapid blood loss 
required immediate and complete replacement. Loss of 
plasma from burns should be replaced by plasma or some 
substitute. Loss of blood and plasma together was best 
treated by a high-protein diet and transfusions of fresh 
blood. Rapid depletion of extracellular fluid was usually 
caused by vomiting or diarrhoea. This produced a state 
often called “ dehydration,” typified by an alert patient, 
with sunken eyes and hollow cheeks, whose urine was scanty 
and concentrated. Here, repeated replacement with saline 
led to disaster, since it provided too much sodium and 
chloride. The key to treatment was control of fluid loss 
by operation or drugs. In gastric or duodenal fistulae it was 
logical to establish a jejunostomy through which milk and 
the fistulous discharges could be given. Sodium retention 
usually followed excessive saline therapy, and even the use 
of 5% dextrose solution was not without danger, since water 
intoxication sometimes ensued. Changes in intracellular 
fluid volume were related to changes in the body potassium, 
which fell when intake was reduced or when the kidneys 
were unable to conserve potassium. The clinical picture of 
potassium deficiency was characterized by drowsiness, a 
dirty-looking skin, and a malar flush. The electrocardio- 
graphic changes were not closely related to the severity of 
potassium depletion. Coma might require intravenous 
infusion of potassium salts, but usually administration of 
potassium by mouth was preferable. 


Fluids in Paediatric Practice 


Dr. S. P. DuNDON (Dublin) described the fluid derange- 
ments in infancy. He said that infants suffered fluid loss 
badly and would die in half the time an adult would die 
from fluid depletion. Dehydration in infancy was as much 
an emergency as appendicitis. Not only did the infant’s 
body contain relatively more water, but a much greater pro- 
portion was extracellular. Thus, a normal infant resembled 
an oedematous adult. Insensible water loss and water 
exchange in the infant were relatively large, and the minimal 
urine loss was comparatively greater than in an adult. 
Further, the renal efficiency of the newborn was reduced. 
These abnormalities were greater in premature infants than 
in full-term infants, and it was easy to see how easily 
oedema could be produced in the premature child. The 
fluid intake and output of infants were in much more delicate 
balance than in adults, and fluid and electrolyte abnormali- 
ties developed rapidly. In vomiting, infection, or opera- 
tion such abnormalities should be anticipated and treated 
promptly to prevent the irreversible electrolyte changes 
which herald death. There might be either fluid retention or 
dehydration. The easy production of oedema in infants 
emphasized the wisdom of withholding fluid from small 
premature babies. Dehydration resulted from a failure to 
take fluids by mouth or from an excessive output from the 
bowel or during fever, but the two factors often occurred 
together. Treatment should be based on a detailed history 
and careful clinical examination, and water and the correct 
electrolytes given accordingly. 


Blood Transfusion 


Dr. W. E. R. Hackett (Dublin) spoke on blood transfu- 
sion. He said that knowledge of individual constituents of 
body fluids should not detract attention from the importance 
of whole blood. Rapid loss of blood gave rise to shock, 
but shock was difficult to define. In lacerated wounds much 
blood was lost into the damaged flesh, and there was a direct 
relationship between wound size and blood loss. Up to 
1 litre of blood could often be lost without serious effects. 
With further loss the blood pressure fell and then rapid and 
large transfusions were needed to save life. -The risk was 


the giving of too small a transfusion. If salt or water defici- 
ency was accompanied by anaemia, the anaemia should be 
corrected by blood transfusion, since red blood formation 
had a prior claim on the body proteins. Hypoproteinaemia 
often accompanied anaemia, and plasma proteins were an 
essential part of the osmotic balancing system. 

Discussion 

Dr. L. P. R. FouRMAN (Oxford) said that after operation 
the body retained an excess of salt but did not retain 
potassium. It was customary to blame the adrenal gland 
for this. In patients convalescent from operation potas- 
sium deficiency might give rise to vague symptoms of 
anorexia and lassitude. The total body deficiency was 
quite large and restoration to normal slow. 

Mr. JoHN Bruce (Edinburgh) asked for guidance in the 
treatment of deficiency states before operation in pyloric 
stenosis. Mr. WILKINSON replied that deficiency of potas- 
sium could hardly be restored in less than a week. The best 
pre-operative treatment was to wash out the stomach and to 
encourage the patient to eat as much food as possible. 
Potassium chloride and fruit juice should be given in 
addition. 

Dr. T. PARKINSON (Luton) discussed the use of the electro- 
cardiogram in the bedside diagnosis of potassium deficiency 
and said that often the so-called neurotic features of gastro- 
intestinal diseases disappeared rapidly when potassium deple- 
tion was corrected. Dr. W. N. Leak (Winsford) spoke as a 
general practitioner and suggested that the function of the 
cell membrane deserved further study in fluid depletion. 

Major-General J. C. A. Dowse (London) said that in the 
Tropics it was customary to have a little salt in a drink to 
combat heat exhaustion, but some people suffered very badly 
from cramps. Dr. BLACK, in reply, said that as long as cells 
were alive they excluded sodium, but some potassium leaked 
into them. Heat exhaustion and cramps were attributable to 
salt depletion, but in cramps there was water intoxication 
too. The danger of potassium infusion was that cardiac 
arrest could occur with dramatic suddenness. 

Members who attended this Plenary Session greatly appre- 
ciated the demonstration (arranged by Dr. W. E. R. Hackett) 
illustrating many of the points made by the speakers. 





THE SECTIONS 
SECTION OF MEDICINE 
Thursday, July 10 
_ The Clinical Use of Cortisone 


The president, Professor HENRY Moore (Dublin), in his 
opening remarks from the chair, said he regarded cortisone 
as one of the most important discoveries in the history of 
modern medicine. Full knowledge of its action, limitations, 
and side-effects was necessary for proper clinical application. 
Professor D. K. O’DoNovan (Dublin) surveyed the clinical 
uses -and dangers of cortisone therapy. Cortisone was 
probably most useful in the crises of Simmonds’s disease and 
Addison’s disease. Of other disorders, rheumatoid arthritis 
and status asthmaticus responded well, but the results in 
rheumatic carditis were not so certain. Precautions should 
be taken both before and during treatment to avoid 
unpleasant complications. The commonest side-effects had 
been psychotic changes, local sepsis, water retention, 
diabetes mellitus, and manifestations of cardiac ischaemia. 
The final decision to use cortisone was made when the 
inherent risks were balanced against the possible benefit to 
the patient. 

Professor Moore considered it reasonable to judge 
cortisone as a curative drug, since it removed all evidence 
of disease during the period of treatment. Particularly in 
rheumatoid arthritis and asthma, conventional treatment 
should be used in conjunction with cortisone. 

Professor E. J. Conway (Killiney, Co. Dublin) spoke about 
the biochemical changes accompanying cortisone therapy. 


He described experiments in which the action of cortisone 
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had been compared with that of D.C.A. in rats receiving 
diets of differing sodium content. In addition to the 
chemical changes in the blood he had discovered important 
and marked changes in the intermediate metabolites of 
muscle tissue. It was hoped that in these biochemical 
changes would lie the key to understanding the mode of 
action of cortisone. 


Rheumatic Fever 


Dr. E. R. CULLINAN (London), a vice-president of the 
Section, then took the chair and introduced -Dr. BERNARD 
SCHLESINGER (London), who outlined his experience in the 
use of cortisone and A.C.T.H. in the treatment of rheu- 
matic fever. He thought that the published reports were so 
variable that it was impossible to be sure of the value of 
treatment. His personal experience had not led to a firm 
conviction that cortisone permanently reversed the inflam- 
matory process in acute rheumatism. On the other hand, 
acute symptoms were so readily relieved and the course of 
the disease so definitely held in check that further trials 
should be encouraged. Treatment was most hopeful in 
primary cases or early in relapse. He did not consider that 
the time was yet ripe for cortisone to become decontrolled 
and made generally available. 

Dr. C. J. McSweeney (Dublin) described in detail six 
cases of rheumatic fever treated with cortisone. Two cases 
receiving the drug before carditis was manifest had shown 
speedy resolution of all symptoms and cardiac abnormalities 
had not developed. Neither case had relapsed. In cases 
with pre-existing rheumatic cardiac disease the general 
improvement had been equally good but there had been no 
appreciable effect on the heart. This suggested that cortisone 
given early in the course of rheumatic fever might prevent 
cardiac damage. Professor R..H. Micxs (Dublin) referred 
to a small series of cases studied to assess the value of 
cortisone in rheumatic carditis. He then summarized other 
work in this field, concluding that cortisone was more 
effective than salicylates in controlling rheumatic fever and 
less liable to upset the patient. Although acute fulminating 
carditis with congestive failure did not respond to cortisone, 
acute carditis of average severity improved rapidly. The 
variable course of rheumatic fever made it difficult to decide 
whether improvement was really due to treatment, but the 
evidence supported the claim that cortisone hastened 
recovery in acute carditis. 


Rheumatoid Arthritis 

Dr. W. S. C. CopEMAN (London) described the use of 
cortisone ~in rheumatoid arthritis. Once treatment was 
started it had to be continued indefinitely. Patients selected 
for treatment were those of stable personality with reversible 
joint changes. Twenty cases had been treated for more 
than two years: 17 patients had returned to work, and in 
one it had been possible to stop cortisone altogether. Simple 
clinical assessment by subjective and objective means pro- 
vided the best guide to dosage. It was impracticable to give 
more than 100 mg. of cortisone daily for a long time. The 
aim of treatment was to keep the patient well on the lowest 
dose of cortisone possible. Dosage had to be reduced 
slowly to prevent unpleasant withdrawal symptoms. Minor 
side-effects were not troublesome, and nene of the more 
serious complications, such as fracture of the spine, had been 
encountered. When cortisone was used other methods of 
treatment should not be discarded, and muscle exercises 
were particularly helpful. 

The use of cortisone in rheumatoid arthritis in children 
was described by Dr. J. Mowsray (Dublin), who said that 
even in advanced cases the clinical improvement was dram- 
atic. The optimal dose was that which would allow pain- 
less movement to the limit of fixation by contractures. The 
average dose was 50 mg. daily for the first weeks of treat- 
ment and then 25 mg. daily. The sedimentation rate fell 
to a normal figure in the first few weeks, In juvenile rheu- 
matistn the sedimentation rate was always a useful index. 
Abnormal increase in weight presented a real problem and 


was best treated by dieting. Rheumatoid children. should 
be kept in a special ward to avoid the risk of other infec- 
tions. It was important to have repeated chest radiographs 
done, since cortisone might suppress the Mantoux reaction. 
One patient had died suddenly under treatment; necropsy 
failed to explain the cause of death. 


Cortisone in Ophthalmology 

In discussing the use of cortisone in ophthalmology 
Dr. F. J. Lavery (Dublin) said that topical therapy had 
the advantages of easy administration and freedom from 
side-effects. The application of 1.5% cortisone-acetate oint- 
ment to the conjunctival sac was the method of choice for 
diseases affecting the anterior chamber, but systemic treat- 
ment was needed for diseases of the posterior chamber. 
Ophthalmic disorders with an allergic basis responded best 
to cortisone, the improvement in interstitial keratitis being 
often rapid. The inflammation of phlyctenular ophthalmia 
and iridocyclitis was usually controlled quickly. In abolish- 
ing the reactions to inflammation cortisone was of particular 
value in diseases of the eye, since it was these very changes 
which led to permanent damage and loss of vision. Corti- 
sone had also provided a means of treating sympathetic 
ophthalmia. Caution was necessary in using cortisone in 
wounds of the globe of the eye and in certain virus infections. 

Professor Moore took the chair for the discussion which 
followed. Dr. E. L. FANG (Manila) said he had found that 
hyperglycaemia in cortisone therapy arose only in those 
patients,with a family history of diabetes or in whom the 
glucose tolerance was impaired before treatment. He had 
been impressed by the good results of cortisone treatment 
in skin diseases. 

In summarizing the proceedings Sir JoHN MCNEE (Glas- 
gow) said that he regarded cortisone as an empirical drug 
with an unknown mode of action. He thought the main 
indication for using cortisone was to save life in such con- 
ditions as diffuse lupus erythematosus. It was also of great 
value in ophthalmology, and it was justified in empirical 
treatment for diseases like rheumatoid arthritis where there 
was no other treatment to offer the patient. Finally, he 
agreed with the view that the time had not yet come for 
this drug to be used freely in general practice. 





’ 


SECTION OF SURGERY 
Wednesday, July 9 
Early Treatment of Burns 


With the president, Professor ‘A. A. MCCONNELL (Dublin), 
in the chair, a discussion on the early treatment of burns 
was opened by Mr. A. B. CLery (Dublin), who stressed 
the importance of special burns centres in this “ atomic 
age.” Later in the meeting he spoke again, on some of 
the problems of early grafting. 

Mr. F. BRAITHWAITE (Newcastle-upon-Tyne), who followed 
the openifg speaker, said that he considered early treatment 
covered the first two or three weeks after the burn had 
occurred. In all cases there were profound local and general 
reactions. Locally there was oedema and loss of fluid and 
blood. There were also important metabolic changes, first 
noted by Cuthbertson and more fully elucidated by later 
workers. The speaker showed slides of his own injection 
experiments on the skin to emphasize its extreme vascularity, 
a feature which he did not feel was sufficiently appreciated. 
Discussing the general metabolic disturbances, Mr. Braith- 
waite pointed out that there was continuous nitrogen loss 
until the burn had healed. Sodium retention occurred at first 
and then there was serious sodium loss during the period of 
diuresis, which lasted from about the fifth to the tenth day. 
The dangers of overloading the patient with fluid were under- 
lined. When it came to a consideration of potassium meta- 
bolism he frankly confessed that he did not understand the 
subject. In severe burns the extracellular fluids could in- 


crease up to 50%. 
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Fluid Replacement 


Mr. A. B. WALLACE (Edinburgh) discussed the problems 
of fluid therapy and local treatment of the burnt area, em- 
phasizing that the problem of burns was complex and that 
there was still much to be discovered. The immediate danger 
to life was from oligaemic shock, and reduction in the 
circulating blood volume could lead to severe anoxia of 
either peripheral or central variety. Although the patient 
was cold and pale, on no account should heat in any form 
be applied. Patients with burns involving more than 10% 
of the skin required intravenous fluid, and Mr. Wallace 
referred to the “rule of nine” in assessing the extent of 
a burn. This and the subsequent calculation of fluid require- 
ments were illustrated by a number of slides; he also de- 
monstrated the prototype of a useful pocket calculator which 
had been devised in association with Mr. T. L. Barclay. A 


* careful check on the urinary output and the use of morphine 


in cautious dosage and of parenteral penicillin in the initial 
stages were important. Local treatment could be started 
once the shock had been corrected. Bacterial multiplication 
was favoured by heat, moisture, and darkness, and infection 
was favoured by oedema and undue disturbance of the part. 
He underlined therefore the value of dryness, coolness, and 
light in the burnt area, and also of elevation and immobiliza- 
tion of the part. After gentle cleansing with 1% cetrimide 
the burn could be left exposed or alternatively covered with 
an efficient absorptive dressing. There were many current 
fallacies about so-called “‘ closed ” methods of treatment, but 
he would only emphasize that with a moist dressing the 
burn was much more likely to become infected than if 
covered by a dry crust. Also, in the exposure method of 
treatment, once @ crust had formed there was no further 
indication for penicillin therapy. A superficial burn, treated 
by the exposure method, would heal in two or three weeks. 
In a deep burn the crusts should be surgically removed and 
the area grafted at that stage. The small deep burn, especi- 
ally in certain locations, was best treated by primary excision 
and grafting. 
Grafting 


Mr. CLery then spoke about grafting. In all deep 
burns skin cover should be given as soon as a suitable 
bed could be provided for the graft. He referred to some 
of the difficulties in assessing full-thickness skin loss. For 
eradicating infection he favoured the use of weak solutions 
of streptomycin locally. At operation he cleaned the granu- 
lations with 1% cetrimide and then with ether, as the latter 
provoked an exudate to which the grafts would adhere. 
Great caution was necessary in removing granulations, and, 
on the whole, this was not really necessary. He also 
referred to some of the technical problems of graft-cutting. 
to the use of homografts, and to the aftercare of the grafted 
burn. It was of great importance to maintain the patient in 
good general condition, and to avoid grafting the neglected 
case until protein starvation had been corrected. He deplored 
the use of pimeh grafts. He also referred to the control 
of Ps. pyocyanea infection with soap and water, and men- 
tioned the possible use of cortisone in minimizing scar con- 
tracture. He had had no personal experience with this 
substance, but said that it might delay the establishment and 
consolidation of grafts. 

In the subsequent discussion, Mr. R. T. ROUTLEDGE 
(Bristol) raised the question of primary excision in large deep 
burns, defended the use of occlusive dressings, and ques- 
tioned the advisability of snipping blisters. Mr. J. B. 
PRENDIVILLE (Chepstow) referred to the practice of primary 
excision and grafting of extensive deep burns. In some of 
these cases the entire burnt area down to the deep fascia was 
excised, and then grafted. During these operations quite 
massive blood transfusions, of up to 5 pints (2.8 litres), might 
be given. Mr. A. LAWRENCE ABEL (London) said he would 
like to hear what Mr. Wallace would advise the practitioner 
to apply to the burn in the first place. He would also like 
to know whether tannic acid preparations were suitable for 
household burns. Dr. J. W. Gatewoop (U.S.A.) asked 
if any of the opening speakers had had experience of the 


use of cortisone in burns cases, and another speaker advo- 
cated the use of a “ heat cradle” in the treatment of initial 
shock. 

Replying to these questions and comments, Mr. BRAITH- 
WAITE roundly condemned big primary operations in the 
severely burned patient, and he especially emphasized the 
risk of severe renal damage, which might become apparent 
only after several days. A large operation might well tip the 
scales against such a patient, and the transfusion of large 
amounts of blood was not without risk also. He doubted 
whether cortisone had any really important part to play in 
treatment. 

Mr. WALLACE underlined earlier remarks about primary 
excision and grafting. Cortisone might’ be of some value 
in minimizing scarring in the burnt hand, and he suggested 
its use at about the fourth or fifth day to diminish fibrosis. 
He noted that others had referred to “ occlusive ” dressings. 
He did not consider them at all desirable; a good absorptive 
dressing was, however, another matter. So far as first- 
aid treatment was concerned he felt that the less done to 
thé part the better. Those “treated” were invariably in- 
fected. The best thing to do with a large burn was to leave 
it well alone at this stage or else to cover it with clean house- 
hold linen. He must condemn the use of a “ heat cradle.” 
He was interested in Mr. Lawrence Abel’s remarks about the 
small burn and said that, despite his well-known views, Mrs. 
Wallace was a great believer in tannic acid preparations for 
the small household burn. He must agree that they were a 
soothing and harmless application in such cases. 


Diagnosis and Treatment of Haematemesis 


With the vice-president, Mr. A. LAWRENCE ABEL (London), 
in the chair, the Section of Surgery then proceeded to discuss 
the diagnosis and treatment of haematemesis. 

Mr. N. C. TANNER (London) in his opening remarks drew 
attention to the notable improvement in results during the 
last fifty years as a result of blood transfusion and more 
liberal feeding. Once the patient had been resuscitated the 
physician must first decide whether bleeding had ceased or 
was continuing; secondly, he should try to establish the 
diagnosis, as this was important in deciding the correct line 
of treatment. In his own experience between 1941 and 1951 
there had been intragastric lesions (chiefly gastric ulcers) in 
695 out of 1,154 cases. When the diagnosis was not clear 
from the history or previous investigations, and where there 
was no contraindication, gastroscopy could be of great 
value. It had, in fact, enabled a diagnosis to be made in 
more than half the cases, and these were the more lethal 
ones. Mr. Tanner emphasized that the mortality rate 
depended on the predominant cause of the bleeding and on 
the age group. His own series was the most aged ever 
recorded and contained a lower proportion of the more 
favourable duodenal ulcer cases. The overall mortality 
since 1945 had been 1.5% for those under 50, and 13.8% 
for those over that age. The mortality for all cases had 
varied between 7.5% and 12% at different periods. From 
1941 to 1943 as few as 5% had been operated on, whereas 
during 1948 and 1949 surgery had been used in 59% of 
cases. He had now reverted to a more selective intervention, 
operating in about one in five cases, but he believed that in 


- an aged series the free use of surgery gave results as good as 


if not better than selective intervention. The average age 
of all those dying varied between 62 years in the earlier 
group to 70 at the present time. It was now orthodox to 
advocate surgery in those with concomitant perforation, in 
those with massive bleeding which had resulted in severe 
shock, and in those over 50 with severe initial bleeding or 
with a repetition of bleeding in hospital. He advocated 
partial gastrectomy as the operation of choice in ulcer cases, 
and pointed out some of the problems of local excision of 
gastric ulcers. Finally, Mr. Tanner referred to the problem 
of bleeding oesophageal varices. As a temporary measure he 
had often used some modification of the Rowntree bag, 
and he mentioned also his portal-azygos disconnexion opera- 
tion. The latter had now been modified to include clearing 
of the last 5 cm. of oesophagus. 
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Barium Meal Investigation 


The discussion was continued by Dr. O. FitZGERALD 
(Dublin), who pointed out that haematemesis was not only 
more frightening to the patient than melaena, but also more 
fatal. Apart from its commoner causes he had also seen 
haematemesis associated with intracranial vascular accidents. 
Whereas Mr. Tanner had advocated gastroscopy in those 
cases where there was uncertainty about the cause of the 
bleeding, Dr. Fitzgerald drew attention to the Hampton 
technique of barium meal examination in the recumbent 
position. Palpation was avoided in this method and the gas 
bubble was used to demonstrate the mucosal pattern by 
turning the patient. Early and accurate diagnosis was 
undoubtedly of great help in the subsequent management of 
these cases. He also mentioned the possible prognostic 
significance of blood-urea estimations, and the use of certain 
liver function tests in the diagnosis of cirrhosis. Transfu- 
sion and surgery were the sheet anchors in the treatment 
of haematemesis. He made a special plea for careful cross- 
matching of blood, as well as rhesus-grouping in the young 
female patient. With the possible exception of the very 
aged or otherwise unfit patient, all cases should be offered 
surgery if, after 72 hours of careful treatment, there was 
continued bleeding; further delay would only greatly 
increase the risks of surgery. 

The last opening speaker, Mr. J. Corcoran (Dublin), 
referred to an early Irish legal tract of 300 B.c., and said that 
the Irish could certainly fairly claim the first if not the last 
word on haematemesis. He went on to stress the supreme 
importance of good teamwork between surgeon and 
physician. Peptic ulcer and portal hypertension were the 
two major causes of haematemesis, but he doubted whether 
emergency surgery had much place in the treatment of the 
latter condition. In ulcer cases they tended to follow 
Avery Jones’s regime, with certain modifications. Radical 
surgery was not often justifiable in patients over 70. Mr. 
Corcoran then spoke about various operative procedures, 
and pointed out that in some cases it was necessary to open 
the stomach. He also emphasized the importance of full 
exploration of the alimentary tract, and detailed several 
cases which had given rise to serious difficulty. Concluding 
with a few remarks about portal hypertension, he referred 
to the portal-azygos disconnexion operations, as well as to 
the possible value of splenectomy and portal shunting in 
Banti’s disease. 

In the subsequent discussion Dr. E. F. MCLAUGHLIN 
(Philadelphia) said that in general in the United States they 
dealt with younger patients and with a higher proportion 
with duodenal ulcer. Accurate diagnosis was certainly 
important and he used the careful barium technique already 
referred to rather than gastroscopy. Most cases were 
admitted to the medical service, but, owing to previous delays 
in referring the patient to the surgeon, they had tended to 
form combined teams for the special study of these cases. 
In the ulcer cases it was their usual practice to do a partial 
gastrectomy. 

Indications for Admission 


Mr. LAWRENCE ABEL asked if Mr.’ Tanner would tell the 
general practitioner which cases he should send to hospital 
and which, if any, he might treat at home. Mr. JoHN BRUCE 
(Edinburgh) asked Mr. Tanner if he would say what he did 
when he found nothing abnormal on abdominal exploration. 
In reply to these and a few other questions, Mr. TANNER 
said that the patient with mild melaena and a definite 
duodenal ulcer history could certainly be treated at home in 
the first instance. Similar considerations applied to the 
young patient with haematemesis related to dietary indiscre- 
tion. Subsequent investigation at hospital was, however, 
desirable in all cases. Referring to the “ negative laparo- 
tomy,” he said that this often occurred with superficial 
gastric erosions, and it was in these cases that previous 
gastroscopy was so valuable. More could be learnt by 
actuaHy seeing the mucosa than by merely feeling and seeing 
the stomach from the outside. Provided he was satisfied 
that the bleeding originated in the stomach or duodenum he 


thought that gastrectomy should be done despite the absence 
of laparotomy findings. He concluded by commending the 
importance of teamwork to which other speakers had 
referred. 





SECTION OF CARDIOLOGY 
Wednesday, July 9 
Rheumatic Heart Disease 


With the president, Professor LEONARD ABRAHAMSON 
(Dublin), in the chair, Dr. WiLL1AM Evans (London) opened 
a discussion on rheumatic heart disease, its natural history, 
diagnosis, and treatment. He thought that the acute form 
of rheumatic fever with severe constitutional symptoms had 
become less common in recent years, but that the insidious 
form was as common as ever. In the acute form the rheu- 
matic infection attacked the heart during the first month, but - 
doctors needed reminding that at least half of those with 
rheumatic fever did not suffer from valvular heart disease. 

The commonest source of error in diagnosis was the com- 
bination of a heart murmur and the history of rheumatic 
fever, and he thought that the clinician should decide on 
the presence of valvular heart disease before inquiring about 
rheumatic fever in early life. It was most important to 
tecognize the innocent nature of a systolic murmur so as to 
prevent unwarranted invalidism ; in 60% of schoolchildren 
referred for suspected heart disease the murmur was inno- 
cent. The intensity of the murmur was of no help in 
diagnosis and a loud or late systolic murmur might be 
innocent. A soft systolic murmur was often innocent, but in 
this case it should lead to a careful search for the early 
diastolic murmur of aortic incompetence, A _presystolic 
murmur, which was always accompanied by a mid-diastolic 
murmur, was commonly confused with a split first sound 
and in some cases heard only after exercise. He warned 
against reviving the term mitral incompetence as a clinical 
entity, as this would encourage the clinician to ignore the 
dozen or more other causes of a systolic murmur. 

Dr. Evans thought that research on the cause and preven- 
tion of rheumatic fever should be organized on national lines, 
and advocated compulsory notification of rheumatic feve1 
and valvular heart disease in children. He confessed to 
pessimism regarding the permanence of the improvement 
after the surgical treatment of mitral stenosis. Many 
patients with rheumatic heart disease reached old age, and 
operation should be reserved for those moderately young 
patients who were handicapped by breathlessness and in 
whom there was only slight or moderate cardiac enlarge- 


ment. 
Diagnosis in Children 


Dr. GERALD THOMAS (Taplow) discussed the early diag- 
nosis of rheumatic carditis in children. He was impressed 
by the frequency of severe cardiac involvement in children 
with vague limb pains and symptoms of general ill-health, 
and wondered whether adult patients with established heart 
disease but with no clear-cut history of rheumatic fever 
might have suffered from this variety of the rheumatic state 
in childhood. He had encountered carditis in 6 of 30 
cases admitted in their first attack of chorea, although the 
blood sedimentation rate had been normal throughout. 

Congenital heart lesions were a common cause of errors 
of diagnosis in children. Early diagnosis of rheumatic 
carditis depended largely on auscultation, as cardiac enlarge- 
ment was unusual in the early stages and tachycardia was 
an unreliable sign. Soft apical and basal diastolic murmurs, 
and an apical systolic murmur filling the whole of systole, 
were most useful in making the diagnosis. In the presence 
of signs of active rheumatism, such as a raised sedimentation 
rate, anaemia, rheumatic nodules, and failure to gain weight, 
it might be assumed that the carditis was active. A peri- 
cardial friction rub was certain evidence of activity, but this 
was present only infrequently. Rapidly progressive cardiac 
enlargement was usually due to a pericardial effusion. The 
most important sign of active carditis was a change in the 
intensity of both systolic and diastolic murmurs. 
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Treatment 


The medical treatment of rheumatic heart disease was dis- 
cussed by Dr. W. SOMERVILLE (London). Heart failure 
with normal rhythm occurred not uncommonly, and digitalis 
was too often withheld in this group. So-called digitalis in- 
tolerance was often due to overdosage, and if the dose was 
reduced the symptoms of “intolerance” disappeared. He 
used anticoagulants in the treatment of emboli and advised 
femoral vein ligation if recurrent emboli were coming from 
the leg veins. Control of the sodium intake in the diet was 
important, and at the Middlesex Hospital they used diets 
containing from 50 to 1,000 mg. of sodium. Such a diet 
could be made reasonably palatable by an_ intelligent 
dietitian. The value of the mercurial diuretics in removing 
sodium was well established, but if used with a low-salt diet 
they might cause undue depletion of the body sodium, with 
consequent oliguria and drowsiness or hypochloraemic alka- 
losis due to the loss of chloride. The cation-exchange resins 
which decreased the absorption of sodium through the bowel 
were useful, and a reasonable intake of sodium of 3 g. 
per day could be permitted if resins were being taken. 

Dr. C. G. BAKER (London) described the results obtained 
by valvotomy in suitable cases af mitral stenosis and paid 
tribute to the pioneer work of Mr. R. C. Brock in this and 
other fields of cardiac surgery. In mitral stenosis the lungs 
became congested, and this caused increasing dyspnoea, 
haemoptyses, and episodes of acute pulmonary oedema. 
These symptoms were often aggravated by respiratory in- 
fections during the winter months. Their results, which had 
been published in the British Medical Journal (1950, 1, 1283 ; 
1952, 1, 1043), showed that the majority of cases were 
considerably improved, and Dr. Baker emphasized that 
although many “ bad risk ” cases were included the mortality 
had been low. Thrée patients operated on during pregnancy 
had had normal deliveries at term. Although the immediate 
results were favourable a much longer period of follow-up 
was necessary to see if the improvement was maintained. 

The discussion was opened by Sir JoHN PARKINSON 
(London), who said that valvotomy was palliative, not cura- 
tive, and that the aim should be the prevention of rheumatic 
fever. He reminded the audience that in a recent 20-year 
follow-up report of 1,000 cases of rheumatic fever, 700 were 
still alive and that three-quarters of these had very little 
disability, so that the prognosis was not as bad as was fre- 
quently supposed. 

Mr. T. C. J. O’CONNELL (Dublin) said that mitral regurgita- 
tion might disappear after valvotomy and therefore might 
ultimately be considered an indication for operation. Dr. 
L. P. R. FourMAN (Oxford) stressed the risk of potassium 
depletion if resins were used extensively in practice. In 
reply to Dr. S. P. O’TooLe (Galway) Dr. THomas said that 
prolongation of the QT, interval and the heparin-tolerance 
test were unreliable signs of active carditis and that the 
sedimentation rate was not always raised. The president, 
Professor ABRAHAMSON, in summing-up, said he had been 
struck by the absence of any mention of bacterial endo- 
carditis during the discussion. Patients still died of this 
disease in spite of penicillin, and care should always be 
taken in the treatment of dental infections or septic foci 
in patients with rheumatic heart disease. 





SECTION OF PATHOLOGY AND BACTERIOLOGY 
Thursday, July 10 
Recent Advances in Active Immunization 


With the president, Professor M. H. O’Connor in the 
chair, Dr. H. J. ParisH (Beckenham) opened the first dis- 
cussion, which was on the subject of recent advances in 
active immunization. He said that, among children under 
15 who developed diphtheria, immunization had reduced 
the risk of death to about 1/22 of what it was among 
the unimmunized. Thirty to sixty per cent. of adults 
were now susceptible to diphtheria, but the disease could 
be eradicated within a few years if immunization was actively 


continued. Alum-precipitated toxoid was the prophylactic 
generally used, but P.T.A.P. (purified toxoid aluminium- 
phosphate précipitated) was now being tried. Toxoid-anti- 
toxoid-floccules was still used for adults. 

Whooping-cough killed many infants, especially among 
those under the age of 1 year, and was a cause of bronchi- 
ectasis. Certain American vaccines conferred immunity, 
reducing attack rates by 78%. Three injections at monthly 
intervals from the age of 2-3 months were advised. Com- 
bined immunization against diphtheria and whooping-cough 
had definite advantages, and it was also possible to protect 
against tetanus at the same time with a triple combination 
of antigens. 

Immunization against tuberculosis with B.C.G. or vole 
bacillus had never been adequately studied in man, but last- 
ing immunity could be produced in guinea-pigs and cattle. 
Myers found among students who developed tuberculous 
lesions that two-thirds of tuberculin-negative students who 
became tuberculin-positive developed primary complexes 
but recovered without incident, while one-third developed 
reinfection lesions—a figure comparable with that for tuber- 
culin-positive subjects. It was, however, more sensible to 
try to produce primary allergic complexes with attenuated 
bacilli rather than to rely on chance infection with fully 
virulent strains. Nevertheless, great falls in tuberculous 
mortality had occurred in which B.C.G. had played no part. 

Dr. J. UnGar (Greenford) said that a constant dose of 
diphtheria toxoid produced a higher titre when it was com- 
bined either with aluminium phosphate or with a bacterial 
suspension. When the bacterial suspension was H. pertussis 
the results of an intracerebral challenge test in the mouse 
showed that the diphtheria toxoid did not interfere with 
the production of immunity to that organism. Simple mix- 
tures of toxoid with killed H. pertussis organisms gave 
marked protection within two weeks of injection, falling 
slightly after five weeks; while if the mixture was alum- 
precipitated it gave protection which increased over at least 
the first five weeks. 


Immunity to Viral Infections 


Dr. P. N. MEENAN (Dublin) said that the problems of 
obtaining and maintaining immunity to virus diseases were 
many. In influenza antibodies must reach the virus before it 
enters the cell, so that a very high titre of circulating anti- 
bodies was needed, while the recently found variants of virus 
A were ineffective as antigens. Mixtures of virus with light 
paraffin produced titres 100 to 1,000 times as high as those 
found after injection of simple suspensions of virus, but 
even that method was useless with recently isolated strains 
of virus A prime. 

In poliomyelitis immunity ran parallel to the titre of 
neutralizing antibodies. The virus entered by the mouth and 
remained hidden until the fourth day, when a viraemia 
developed and persisted until the sixth day. Thereafter 
localization of virus in the C.N.S. occurred. 

Recent observations offered hope that hepatitis might soon 
yield to preventive measures, for inactivated virus was re- 
cently used for a skin test on 320 subjects, and in the next six 
months five of these developed hepatitis. Of 825 subjects 
in the same community who were not tested, 112 developed 
hepatitis. 

Dr. H. D. Hott (London) said that parents were no longer 
afraid of diphtheria, but were still afraid of whooping-cough. 
Three injections at intervals of one month of combined 
pertussis vaccine and diphtheria toxoid should therefore be 
given from 3 months of age. Dr. W. N. Leak (Winsford) 
suggested that the injections might be given on discharge 
from the maternity home and at the post-natal visit at the 
sixth week after birth. Dr. ParisH replied to several points 
raised in the discussion. 


Vitamin B,, 

The second subject to be discussed at this Section meeting 
was vitamin Bi, and for this Professor A. C. P. CAMPBELL 
took the chair. Dr. W. F. J. CuTnsertson (London) 
showed that there was a close relation between the dose of 
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vitamin B,, injected and that excreted, and that there were 
differences between normal subjects and those with per- 
nicious anaemia. These differences, however, were too 
small to have any diagnostic value. Saturation tests had 
shown no striking differences. 

Dr. G. I. M. Ross (London) reported on assays depending 
on the use of Euglena gracilis, which was sensitive to 1 »ug./ 
ml. In patients with megaloblastic anaemia due to lack of 
vitamin B,, the level of B,, in the serum was nearly always 
low ; while if the megaloblastosis was due to folic acid lack, 
the B,., levels were normal. In about 6% of B,, deficient sub- 
jects a single estimate might give falsely high values, but 
repeated tests gave lower figures. When injected, vitamin 
B,, combined with serum protein in the course of eight 
hours, and during this period some of the uncombined B,, 
was excreted ; thereafter a constant level was reached which 
persisted for some days. The concentration of B,, in the 
serum and the duration of the rise depended mainly on the 
dose administered but also on the subject. Saturation 
occurred after injections given daily for 7 to 10 days. 

Dr. C. C. UNGLEY (Newcastle-upon-Tyne) pointed out that 
it was now essential to differentiate between megaloblastosis 
due to lack of vitamin B,, and that due to lack of folic 
acid. Megaloblastosis due to steatorrhoea, to intestinal 
stenosis, or to blind intestinal loops, or occurring in preg- 
nancy might be due either to B,, deficiency or to folic acid 
deficiency or to both combined. Megaloblastosis probably 
occurred when an altered bacterial flora gave rise to toxins 
which could be detoxicated only by the action of enzymes 
which themselves depended on the presence of B,, or ‘of 
folic acid, or both. In the competition for these two 
essential metabolites the bone marrow suffered defeat. 
Dr. UNGLEY mentioned that the dried body of Diphyllo- 
bothrium latum was a very rich source of vitamin By. 


Prostatic Carcinoma and Plasma Acid Phosphatase 


Dr. CUTHBERT DuKEs then took the chair for the third 
and last discussion, the subject of which was “Plasma 
Acid Phosphatase in the Diagnosis and Control of Pros- 
tatic Carcinoma.” After Professor E. J. Kinc (London) 
had read a short introductory paper, Mr. OWEN DANIEL 
(London) said that acid phosphatase was raised to above 
eight units only in the presence of a carcinoma of the 
prostate, though lesser increases (4 to 8 units) could occur in 
generalized carcinomatosis and after massage of the pros- 
tate. There appeared to be some correlation between the 
acid phosphatase and the blood urea levels, and the speaker 
suggested that the higher acid phosphatase values might be 
caused by increased production of the enzyme in a patient 
with impaired renal function. Impairment of renal function 
in the absence of carcinoma did not cause an increase in 
serum acid phosphatase. Owing to lack of time Professor 
W. J. E. Jessop (Dublin) did not read his paper, but he and 
other speakers took part in a short discussion. 





SECTION OF CHILD HEALTH 
Thursday, July 10 
Intracranial Haemorrhage in the Newborn 


With the president, Professor ALAN MONCRIEFF (London), 
in the chair, Dr. C. M. SAUNDERS (Dublin) opened a discus- 
sion on intracranial haemorrhage and subdural haematoma. 
He believed, on the evidence of post-mortem statistics, that 
intracranial haemorrhage in the neonatal period did not 
differ in its incidence in Dublin from what had been observed 
elsewhere. An interesting feature was that it was at least 
twenty times as common in premature as in mature babies. 
In the former there was usually a normal delivery with a 
short second stage, allowing sudden expansion of the head 
and rupture of fragile vessels ; when haemorrhage occurred 
in mature babies, on the other hand, the mother was usually 
multiparous and delivery was complicated, traction or com- 
pression of the head tearing the tentorium. These considera- 
tions, he suggested, must be borne in mind when considering 
prophylaxis. 


Dr. W. R. F. Coiuis (Dublin) said that there had been 
five cases of subdural haematoma at the Rotunda Hospital 
in the past 18 months. He described their treatment, empha- 
sizing the difficulties of diagnosis and the dire results of 
therapeutic delay, although in these cases sequelae were 
often due more to associated damage to the brain than to 
haematomata or hygromata. 

Dr. A. P. Barry (Dublin), speaking for the obstetricians, 
thought that subdural haematoma was rare, although intra- 
cranial haemorrhage was not and could account for perhaps 
60% of cases of stillbirth, early neonatal death, and cerebral 
palsy. He pointed out that trauma was inherent in the 
process of being born, and that differences in obstetric prac- 
tice in different hospitals had little effect on the incidence 
of cerebral damage. In his opinion less was to be expected 
from modifications in midwifery than from feeding mothers 
properly. “Left to herself, a healthy woman, adequately 
nourished, with a normal blood count, will probably produce 
a healthy baby.” 

Subdural Haematoma 


Dr. AGNES MACGREGOR (Edinburgh) had found, in 1,000 
necropsies in cases of perinatal death, significant subdural 
haemorrhage in about 20%, the babies being born dead 
or dying in the first two days. However, this was mostly 
due to subtentorial bleeding; haematoma was much less 
common and was usually caused by tearing of the bridging 
veins at their junction with the sagittal sinus. Haemorrhage 
here was further from the vital centres and less dangerous. 
The haematoma was organized from the dura, the arachnoid 
being inert in this matter; after liquefaction the cyst 
absorbed fluid and the resulting compression produced 
atrophy and gliosis; distortion of the cerebrospinal fluid 
channels caused hydrocephalus. Dr. Macgregor’s lantern 
slides demonstrated her contentions in’ an elegant manner, 
and Mr. J. P. LANIGAN (Dublin) supported them from his 
surgical observations as well as describing the clinical 
features and treatment of subdural clots and effusions. He 
emphasized the danger of shock if too much was done to 
the baby at one.session, but a small series observed over 
some years had shown how rewarding careful treatment 
could be. 

Dr. J. P. M. Tizarp (London) thought that the prognosis 
of the untreated case of haematoma was very difficult to 
know, although it must often be bad. In treated cases some 
70% appeared to do well, but careful mental testing would 
often disclose defects of reasoning in spite of good verbaliza- 
tion: this was the child of whom the teachers said, “ He 
could do better if he tried.” More obvious sequelae, such as 
hydrocephalus and hemiplegia, were uncommon. 


Treatment of Primary Tuberculosis 


After a short interval the meeting was continued under 
the chairmanship of Dr. T. M. KavanaGH (Dublin). 
Dr. F. J. W. MILLER (Newcastle-upon-Tyne) opened a discus- 
sion on the treatment of primary tuberculosis. He thought 
that at present most people were concerned about the place 
of streptomycin and P.A.S. in the treatment of this condi- 
tion. He had therefore tried to ascertain the risk of 
Newcastle children under 5 years old getting generalized or 
miliary tuberculosis after infection, and found it to be 2} to 
4%. There seemed to be no reason, on present knowledge, 
to give all infected children specific treatment, although 
they should be carefully watched. Infants made ill by their 
infections, and children with bronchogenic tuberculosis or 
lesions elsewhere needing treatment, should have strepto- 
mycin and P.A.S. 

Dr. B. MARGARET DuNLEvy (Dublin) stressed the import- 
ance of providing supervision and treatment of early cases, 
and of getting infectious adults into tuberculosis hospitals 
promptly. These measures had been followed by a remark- 
able fall of 79% in mortality in Dublin in five years, but 
part of this could be attributed to the successful treatment of 
whooping-cough with chloramphenicol. 

Dr. C. Marcia HALt (London) said that infected children 
should not be admitted to hospital if they could rest at 
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home, but that often home conditions were unsatisfactory. 
Rest in hospital meant rest in bed and physiotherapy, but 
not the cessation of education. Chronic nasal discharge 
could be treated with streptomycin drops, but removal of 
tonsils and adenoids was often remarkably helpful. 
Lobectomy had value in prolonged cases. Bronchoscopy 
provided information and was occasionally the means of 
overcoming obstruction. In a small trial patients had not 
been helped by streptomycin and P.A.S. 


Place of Tonsillectomy 


Mr. DENIS BROWNE (London) reported that in 50 un- 
selected children with pulmonary tuberculosis one-third had 
tuberculous tonsils or adenoids, or both, although the tonsils 
did not on clinical examination appear to be infected. Many 
of these children were strikingly improved by operation. 

Dr. R. MCLAREN Topp (Liverpool) showed, in his account 
of a detailed and careful investigation, that P.A.S. by itself 
did not help in primary tuberculosis. It was too early to 
assess the apparently happy effects of isonicotinyl hydrazine. 

In the lively discussion which followed this last com- 
munication, Professor MONCRIEFF pointed out that P.A.S. 
might still be effective in preventing the development of 
resistance to streptomycin ; Dr. CoLLis thought that broncho- 
scopy might be more beneficial to the surgeon than the 
child; Dr. MILLER said that they should be wary about 
admitting children to hospital, curing their tuberculosis, but 
disturbing them emotionally. 





SECTION OF ORTHOPAEDICS 
Thursday, July 10 
The Stiff Hand 


With the president, Professor ARTHUR CHANCE (Dublin), in 
the chair Mr. R. G. PuLvertart (Derby) opened the disctls- 
sion on the stiff hand. The whole problem of stiffness and 
deformity of the hand was one of increasing importance to 
industrial recovery. Mr. Pulvertaft confined his remarks to 
injuries in which the important causes of stiffness were 
(a) skin loss, (b) muscle and tendon contractures and 
adhesions, (c) nerve divisions, and (d) persistence of reaction- 
ary swelling and the deposition of fibres around the joints 
and tendons. It was of supreme importance to obtain skin 
cover in wounds of the hand, and in the primary treatment 
the repair of bones, tendons, and nerves must take second 
place to closure of the skin. Skin loss could be replaced 
by free grafts, by local rotation flaps, or by direct flaps from 
a distant site. 

The importance of swelling and deposition of fibres round 
the finger-joints lay in the ensuing contractures or increased 
rigidity of the collateral ligaments and capsule. It was impos- 
sible to alter the natural reactionary oedema which occurred, 
but much could be done to limit it by proper treatment of 
the limb. The important precautionary measures were 
(1) a gentle “‘atraumatic technique,” (2) a bloodless field 
Maintained by the use of a pneumatic tourniquet, (3) the 
use of fine instruments (catgut should not be left in the 
wound, and fine-gauge stainless-steel wire used for tendon 
or nerve suture), (4) good haemostasis must be obtained 
before the wound was closed, and (5) the hand should be 
comfortably supported in a wool and crépe compression 
bandage and elevated for 48 hours at least. 


Splinting 

With regard to splinting of fractures of the phalanges, 
Mr. Pulvertaft considered that compound fractures were best 
treated by internal fixation by means of intramedullary 
grafts or Kirschner wires. Internal fixation was also of 
value in transverse fractures of the metacarpals when 
manipulation had failed, but other types of closed fractures 
were treated on Béhler’s finger splint used with a plaster 
cast. The metacarpophalangeal joints should be flexed at 
45 degrees and the proximal interphalangeal joints at 
90 degrees. It was not necessary to continue immobiliza- 


tion until radiological union was apparent, and three or four 
weeks was usually enough for firm union. 

During the whole period of splintage of the hand it was 
essential to encourage movement of the shoulder.and elbow, 
because of the important pumping effect of these movements 
on the circulation of blood and lymph in the hand. In hands 
already stiff and deformed improvement could be obtained. 
Deformities of wrists and fingers could be corrected by 
serial plasters or by elastic traction from “ outrigger” 
splints. Capsulectomy or arthroplasty had proved success- 
ful in mobilizing the metacarpophalangeal joints but was 
disappointing in the interphalangeal joints. 

Mr. PATRICK FITZGERALD (Dublin) discussed the circulatory 
phenomena of injury to the hand. We were apt to overlook 
the effect of vasospasm and to label as neurotic patients 
who were really suffering from major or minor causalgia, 
Sudeck’s atrophy, or anaemic dystrophy of the small hand 
muscles. Vasospasm also played an important part in pre- 
venting the removal of reactionary oedematous products and 
was thus responsible for the stiff hand and fingers which were 
sometimes met with after a comparatively trivial injury. If 
arterial spasm were recognized early, relief could be obtained 
by immediate resort to paravertebral block or brachial- 
plexus block. Subsequent measures included intra-arterial 
injection of “ priscol” and exploration of the artery. 


Medical Causes of the Stiff Hand 


Dr. G. R. FEARNLEY (London) said he was glad that the 
medical causes of the stiff hand had not been overlooked in 
this Surgical Section. Among the principal causes were 
sclerodactyly, the effects of hemiplegia and Parkinson’s 
disease, and the arthritides. He wished to refer mainly to 
the ulnar deviation of the fingers, which was such a typical 
deformity in rheumatoid arthritis. The normal hand showed 
ulnar deviation of the fingers when flexed at the metacarpo- 
phalangeal joints with the proximal interphalangeal joints 
extended. This deviation was opposed by the bulwark-like 
action of the fifth finger. In rheumatoid arthritis, because 
of the greater pain and stiffness of the finger-joints, the 
hand was used with these extended, flexion taking place at 
the knuckle-joints ; at the same time softening and destruc- 
tion permitted abnormal lateral mobility of the metacarpo- 
phalangeal joints and the little finger lost its protective 
action. Once excessive ulnar deviation occurred the action 
of the extensor tendons accentuated the deformity. No 
really effective counter-measures had yet been evolved, but 
analgesia, heat and exercises, and light protective splints 
were all of value. 

Dr. W. H. de W. de Wytr (Wirral) said that if the deposi- 
tion of collagen was the cause of stiff joints in the hand 
cortisone might have a beneficial effect. He could report 
some successes in the use of the drug in diminishing stiffness 
after injury. 

Mr. C. R. McCasu (Basingstoke) emphasized the import- 
ance of plastic measures for obtaining skin cover in the 
lacerated hand and suggested that skin from the anterior 
surface of the forearm provided the best source of skin 
grafts for the palm of the hand. 

Summing up the discussion, Mr. PULVERTAFT agreed with 
Mr. McCash, but in considering Dr. de Wytt’s remarks on 
the use of cortisone he did not feel that we knew enough 
about the effect of cortisone to advocate its use in preventing 
stiffness after fractures and lacerations of the hand. It 
had occurred to him that capsulorrhaphy on the radial side 
of the knuckle-joints might prove effective in counter- 
acting ulnar deviation deformity. 


The Painful Foot 


Mr. T. T. STaMM (London) then read a paper on “ The 
Painful Foot.” A recent survey had disclosed that about 
30% of the general population were suffering from some 
type of foot trouble. Closer analysis of the results of this 
survey suggested that in adults the forefoot and toes were 
much the commonest sites of disability, and that the defects 
there had their origin in childhood. It was important, there- 
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fore, to recognize those defects in children which might give 
rise to more serious trouble in adult life. Apart from the 
postural deformities, which mainly affected the longitudinal 
arch and were of little significance in this connexion, there 
were four conditions which required particular attention from 
those whose duty it was to inspect children : (i) Congenital 
supination of the forefoot: The compensatory mechanism 
for this produced a “ valgus ” foot and flexion of the great 
toe. Conventional flat-foot exercises in this deformity might 
result in a hallux rigidus. (ii) Metatarsus primus elevatus : 
This again produced flexion of the great: toe and was a 
common precursor of hallux rigidus. (iii) The hallux valgus 
complex : Mr. Stamm attributed the cause of the deformity 
to a congenital varus deformity of the first metatarsal, and 
pointed out that, although hallux valgus might occur, it did 
not give rise to symptoms in those races who do not habi- 
tually wear shoes. (iv) Claw toe and pes cavus: These de- 
formities were not congenital. Their origin in most cases 
was obscure, but they were probably associated with weak- 
ness of the intrinsic muscles and overaction of the long 
flexors and extensors. 

In reply to questions, Mr. Stamm said that unfortunately 
he could not put forward cures for these important defects, 
but it was essential that they should be recognized early and 
special care taken in choosing footwear for children and 
adolescents with these deformities. 


Traumatic Lesions of Articular Cartilage 


Mr. NORMAN W. Roserts (Liverpool) spoke on traumatic 
lesions of the articular cartilage. He had approached the 
subject with some trepidation, but had soon become en- 
grossed in the problems, largely unsolved, which presented 
themselves. He had found it difficult to distinguish in their 
final results between the effects of a single injury and of a 
degenerative process. There seemed to be a great deal of 
individual variation in the reaction of articular cartilage to 
injury and in the development of degenerative changes. 
Certainly there was a definite relationship between specializ- 
ation of tissue and its ability to repair itself: in this respect 
articular cartilage would seem to be more highly specialized 
than bone, because in the latter replacement and repair were 
surprisingly complete, whereas with cartilage, repair except 
by fibrous tissue was unknown. Furthermore, cartilage was 
never absorbed—there were no “cartiloclasts.” Injury to 
articular cartilage should be considered in three groups : 
trauma to cartilage alone, trauma to cartilage associated 
with definite injury to the underlying bone, and osteo- 
chondritis dissecans. A clear example of the first group 
was to be found in chondromalacia patellae, which might 
occur after several different conditions and would ultimately 
lead to osteoarthritis of the patella-femoral joint. He 
wondered how often a similar condition of chondromalacia 
followed injuries, often forgotten, to the articular cartilage 
of other joints, particularly the shoulder and hip. In the 
treatment of fractures involving the articular cartilage the 
surgeon should concern himself more with regaining a 
smoothly functioning fibro-articular surface than with the 
accurate replacement of fragmented cartilage. 

Mr. Roberts could not accept the theory that trauma was 
a predominant cause of osteochondritis dissecans. 

Mr. J. E. C. Cuerry (Dublin) and Mr. W. D. CoLTart 
(London) took part in the discussion. 





SECTION OF ANAESTHETICS 
Wednesday, July 9 


Thiopentone in Anaemia 


With the president, Dr. I. W. Macit (London) in the 
chair, the meeting of the Section was opened by Dr. J. W. 
DunpbeeE (Liverpool), speaking on the use of thiopentone in 
anaemic subjects. Dr. Dundee explained that his experi- 
mental studies had disproved the common statement that 
anaemia was a contraindication to thiopentone. The oxygen 


capacity of the blood was not reduced, nor was there a 
significant degree of haemodilution, but a study of 500 
patients undergoing cystoscopy had shown that thiopentone 
would induce anaesthesia in anaemic subjects in smaller 
doses than those required by normal patients. 

Dr. G. Ets (London), in a paper on anaesthesia and the 
common cold, asked what justification there was for auto- 
matic postponement of operation in a patient with an upper 
respiratory infection: the decision often depended on the 
size of the day’s operating list. He thought the risk might 
be taken, for in his opinion the virus infection would not 
extend beyond the upper air passages, and secondary infec- 
tion could be controlled by an antibiotic. But when a 
patient had a coid, operations on the eyes, the nose and 
throat, or the thorax, or for hernia, should not be 
undertaken. 

An account of the “brevidil” series of the etho- and 
metho-succinium relaxants was given by Dr. A. MacA. 
BLayNEY (Dublin). He had administered these drugs for a 
series of cases of electric convulsion therapy. Intubation 
could be performed with them more rapidly and easily 
than with p-tubocurarine or gallamine triethiodide. He had 
seen no cases of prolonged apncea following their use. In 
discussion, Dr. J. D. ROBERTSON (Edinburgh) said he had 
found the short-acting relaxant drugs useful for closure of 
the abdomen at the end of operation, and he thought that 
prolonged apnoea was the fault of the thiopentone given 
with them. 


Controlled Hypotension 


Dr. J. B. WyMaNn (London) spoke on the use of hypoten- 
sion in anaesthesia by means of methonium salts. When he 
had given these drugs to reduce blood loss he had been 
struck by the excellent post-operative condition of the 
patients ; and he thought they had been protected from the 
traumatic element of shock by paralysis of the autonomic 
nervous system. He believed there was little danger of 
cerebral thrombosis under controlled hypotension, but the 
E.C.G. had shown changes indicating cardiac ischaemia for 
a few days after operation. Dr. H. W. C. Grirritus (Edin- 
burgh) doubted if “ neurogenic” shock existed—he thought 
blood loss was the most important factor. Dr. G. S. W. 
OrGANE (London) emphasized the importance of good post- 
operative nursing in such cases. Drs. A. MAacA. BLAYNEY 
(Dublin), SHEILA KENNY (Dublin), W. N. RoLLason (Hull), 
J. W. Woopwarp (Birmingham), and SHEILA M. ANDERSON 
(London) also spoke on the topic. 

Dr. Griffiths, discussing oxygen uptake in relation to res- 
piratory and circulatory changes during anaesthesia, believed 
that the respiration and circulation could be modified by 
the anaesthetist as long as the basic oxygen requirements of 
the patient’s tissues were met. Oxygen requirements did not 
vary with depth of anaesthesia. If the alveolar oxygen ten- 
sion was high, the uptake of oxygen was not related to the 
respiratory minute volume, nor was it influenced by a fall in 
blood pressure (unless the steep head-up position was used). 
Dr. W. N. Leak (Winsford) discussed the effect of morphine 
in reducing the patient’s oxygen requirements. 


* Trouble ” 


Dr. R. W. Cope (London) spoke on “trouble” during 
anaesthesia. He emphasized the hazards of anoxia due to 
respiratory obstruction, particularly in children, and the 
complications of nerve- and ganglion-blocking procedures. 
Fatal medullary anoxia could develop when mild respira- 
tory obstruction was added to a low blood pressure in 4 
patient with artificially induced hypotension. Paraphrasing 
Bland Sutton’s remark, he said the minor procedures of 
anaesthesia brought the greatest disasters. 

Dr. F. p—E BurGH WuyTe (Dublin) described his work at 
the Rotunda Hospital with trichlorethylene in domiciliary 
midwifery. He had used Steel’s inhaler and others. He 
found that trichlorethylene, in strengths of 0.35% or 0.5%, 
afforded safe and efficient analgesia in 600 cases, and could 
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be left in the hands of midwives and students. Mr. F. N. 
REYNOLDS (London) thought this was a strong recommen- 
dation for its general use by midwives. Dr. V. O. 
McCormick (Dublin) believed 0.65% trichlorethylene was 
too strong a concentration. 

Dr. SHEILA M. ANDERSON (London) drew on 14 years’ 
specialized experience to make some observations on anaes- 
thesia in children. She thought a child tolerated the bar- 
biturates and opiates well, and excreted these drugs rapidly. 
She favoured rectal thiopentone as premedication for young 
children, and she had found the oral barbiturates too unpre- 
dictable in their effects. Children usually had good veins, and 
she demonstrated that one could usually be found on the 
dorsum of the hand; she also demonstrated a rebreathing 
bag decorated with coloured pictures for the induction of 
anaesthesia in young children. 





THE SCIENTIFIC EXHIBITION 
A NEW FEATURE 


The President opened the Scientific Exhibition at University 
College on July 8. Dr. P. T. O’FarRELL explained that for 
many years visitors to the meetings of the American Medical 
Association had been impressed by the large scientific ex- 
hibition, and Dr. S. Wand and Mr. A. Lawrence Abel had 
thought that something on similar lines—though on a more 
modest scale—should be arranged for the British meetings. 
The Council suggested that a scientific exhibition should be 
first tried at the Cardiff meeting in 1953, but Dr. O’Farrell 
thought that a “ pilot plan” might be tried at Dublin. He 
said that the arrangement of the exhibition had involved a 
great deal of work, for about half the stands came from 
overseas. If it were well attended it would become one of 
the chief features of future meetings. To a certain extent 
it replaced the museum, and it was hoped that more patho- 
logical specimens would be included in future exhibitions. 
Professor R. A. Q. O’Meara, professor of pathology at 
Trinity College, had organized the exhibits; and Dr. M. 
Tierney, president of University College, had placed the Hall 
at the disposal of the Association. 

The subjects covered by the exhibits included the chemo- 
therapy of tuberculosis, plastic surgery, malaria, the surgery 
of mitral stenosis, new contrast materials for radiography, 
tissue transplantation, and isotope therapy. ‘ 

The world incidence of malaria, the life cycle of the 
malarial parasite, and modern methods of prevention and 
treatment were shown by maps, diagrams, photographs, and 
specimens in the exhibit of the Royal Army Medical College 
(Major T. E. Field, R.A.M.C.). A small historical section 
included documents and pamphlets from the Muniment 
Room of the Royal Army Medical College, Millbank. The 
normal balance between water and salt in the body, and the 
effect of water or salt depletion, were shown strikingly by 
tanks of coloured fluid in the exhibit of the National Blood 
Transfusion Association of Ireland (Dr. W. E. R. Hackett). 
A panel showed the effects to be expected from transfusion 
of blood, plasma, and concentrated red cells, and another 
explained how the common blood-transfusion set could be 
adapted for arterial transfusion. The exhibit of the Gordon 
Hospital for Diseases of the Rectum and Gastro-Intestinal 
Tract, London (Messrs. A. Lawrence Abel, S. O. Aylett, and 
Gordon S. Ramsay), was designed to draw attention to the 
early diagnosis of carcinoma of the colon, and included 
models to demonstrate the findings on rectal examination 
in this condition. 


A Film of Valvulotomy 


A colour film of valvulotomy was shown in the exhibit 
of St. Vincent’s Hospital Thoracic Unit and the National 
Children’s Hospital, Dublin (Mr. T. C. J. O’Connell), which 
was mainly concerned with the pathology of mitral stenosis. 
Models, diagrams, and pathological specimens showed the 
development and surgical treatment of the lesion. The in- 
vestigation of heart disease in connexion with surgery was 
shown in the exhibit of the National Children’s Hospital, 


Dublin, and the Central Hospital, Galway (Dr. R. E. Steen 
and Dr. Sean P. O’Toole). 

New contrast materials in radiography were demonstrated 
by the Royal Cancer Hospital; London (Dr. J. J. Stevenson): 
a water-soluble contrast medium for bronchography—an 
ester of diodone suspended in water with the aid of carboxy 
methyl cellulose—and a new medium containing more iodine 
for cholecystography. The Royal Cancer Hospital also 
showed the transplantation of bronchial carcinomas in mice 
(Dr. E. S. Horning), and Dr. D. A. Darcy, of the same 
hospital, illustrated experimental tissue transplantation and 
its problems in a separate exhibit. Two other exhibits from 
the Royal Cancer Hospital showed aspects of treatment of 
cancer of the breast (Dr. P. Rigby-Jones) and amnge 
therapy (Dr. R. S. Walton). 

Drs. Joseph Barnes, Vincent Barry, and M. L. Conaity, 
of the Irish Medical Research Council Laboratory at Trinity 
College, Dublin, demonstrated the chemotherapy of tuber- 
culosis. The exhibit of the National B.C.G. Committee, 
St. Ultan’s Hospital, traced the history of B.C.G. vaccine, 
which was introduced into Ireland from Scandinavia by Dr. 
Dorothy Price. Specimens of tuberculin-testing material and 
vaccine were on view. The work of the World Health 
Organization Influenza Centre was shown in the exhibit of 
Dr. P. N. Meenan. 


Diabetic Retinopathy 


An interesting exhibit from the Lord Mayor Treloar 
Orthopaedic Hospital, Alton (Mr. H. H. Langston), ex- 
plained by means of charts, x-ray pictures, photographs, and 
models the diagnosis and treatment of disabilities of the hip- 
joint. The essential similarity between the renal and retinal 
lesions of diabetic retinopathy was shown by microscopical 
sections in the exhibit of the Institute of Ophthalmology, 
London (Dr. ‘Norman Ashton and Mr. Arthur Lister). 
Retinal micro-aneurysms were demonstrated by different 
staining methods and by the injection of Indian ink and 
“neoprene ” into the central retinal vessels. Apparatus for 
recording the efficiency of micturition and the fluid intake 
and output were among the exhibits of the Urological De- 
partment, Meath, and St. Kevin’s Hospital, Dublin (Mr. 
T. J. D. Lane) ; Professor K. H. Digby, of the Royal College 
of Surgeons of England, showed a nasopharyngoscope for 
the early detection of carcinoma, with other instruments for 
diagnosis and treatment of nasopharyngeal tumours; and 
the Radiodiagnostic Department of the Western Infirmary, 
Glasgow (Drs. §. D. Scott Park and A. Bryce) showed x-ray 
photographs illustrating bone tumours and dystrophies. The 
Rotunda and the National Maternity Hospitals, Dublin, and 
the Bon Secours Hospital, Cork (Drs. F. J. Geoghegan, J. W. 
Magner, and H. C. Moore), had prepared an exhibit which 
illustrated the Aschheim—Zondek and other laboratory tests 
for pregnancy, including the recently devised Galli Mainini 
test. 

The clinical features, radiology, pathology, and treatment 
of Hirschsprung’s disease were demonstrated by the 
Hospital for Sick Children, Great Ormond Street (Dr. 
Martin Bodian). Other exhibits were by the Rooksdown 
House Plastic and Jaw Surgery Unit, Basingstoke (Mr. C. R. 
McCash), the Neurosurgical Department of the Richmond 
Hospital, Dublin (Professor A. A. McConnell, Dr. Alan 
Mooney, and Messrs. J. Lanigan and C. Gledhill), the De- 
partment of Cryptogamic Botany, University of Manchester 
(Dr. John Curry), and St. Mary’s College of Domestic 
Science, Dublin (Dr. Isobella Carey). 





Workers at the medical unit of the industrial hygiene 
department of the New York State Department of Labour 
have been investigating problems of radiation in industry 
from both radioactive materials and x-ray equipment. Mass 
dental surveys received special attention, and warnings about 
the risks dentists and their assistants were running from 
radiographic apparatus is given in Monthly Review (May, 
1952) 
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Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Educating the Public about Cancer 


Sir,—In Mr. M. Donaldson’s letters (March 22, p. 655, 
and June 14, p. 1301) there seems to be some confusion be- 
tween on the one hand ideas, assumptions, or views, and 
on the other evidence of a more factual character and the 
only reasonable conclusions that are justified by that 
evidence. After all allowan¢e is made for the frailties of 
vital statistics, the maintenance of uniform levels in age- 
specific breast cancer mortality rates over 20-25 years in 
areas with and without “control” programmes, with and 
without the provision of extensive diagnostic and treatment 
facilities, with and without cancer “education,” and with 
and without demonstrated shifts to early treatment shows 
clearly, without any questionable assumptions or ambiguity, 
that such early treatment failed to prevent any appreciable 
amount of mortality. When this finding is considered along 
with the cause of most of the failures—the later develop- 
ment of remote metastases spread before treatment but not 
manifest at the time—and with all other relevant factors, 
the only logical conclusion to be drawn is that in the vast 
majority, at least, of lethal breast cancers blood-borne spread 
of remote metastases occurs before the primary lesion be- 
comes detectable. These findings and conclusion are not 
assumptions, views, ideas, feelings, or beliefs. 

It is rather in the claims for superiority of early treat- 
ment that assumptions, conceptions, and ambiguity are 
found. In J. Amer. med. Ass. (1952, 148, 1007) Dr. 
S. W. Harrington, of the Mayo Clinic, reiterates that “ the 
rationale for radical surgical treatment is that the malignant 
lesion is localized at the onset and later in the.course of the 
disease invades other tissues by transmission through the 
lymph stream and occasionally through the blood stream. If 
this conception of the disease is correct, the most important 
considerations in treatment are early recognition and imme- 
diate complete removal of the diseased tissues.” But neither 
Harrington’s analysis of cases nor any other evidence to date 
provides entirely conclusive proof of the validity of the 
conception in so far as it is applicable in efforts to control 
mortality ; some of the evidence is patently fallacious and 
all of it can be reasonably and consistently interpreted as 
indicative of natural selection rather than as indicative of 
superiority of early treatment. Thus, the findings and con- 
clusion from the age-specific mortality rates do not clash 
with any established fact. On the contrary, they. are fully 
compatible with findings coming from pathological labora- 
tories and clinical experience as referred to elsewhere (Surg. 
Gynec. Obstet., Chicago, 1952, 94, 173). And the clash be- 
tween the high survival rates ¢laimed for early treatment 
and the persistent uniform level trends in age-specific 
mortality rates is readily explained by the limitations of 
histopathology—the inability to distinguish between tumours 
with and without metastatic propensities, as emphasized by 
competent histopathologists, and clearly indicated, too, by 
all the efforts to find a better basis for prognosis in grading, 
staging, tissue culture, animal inoculation, etc. The term 
“microscopically proved” has limited and sometimes little 
significance. 

The test which Mr. Donaldson proposes in his last sen- 
tence has already been made, not intentionally (because the 
value of early treatment was generally accepted), but never- 
theless adequately. The lack of any variation in the trends 
of mortality rates in spite of the varied experience of the 
past 20-25 years, considered in conjunction with the evidence 
from other fields, has given the answer. Clearing fallacies 
from the field should assist in the research for which Mr. 
Donaldson makes a plea (Lancet, 1952, 1, 1206). 


There is no need, I trust, to point out that age-specific 
rates, unlike the rates for all ages combined, are practically 
free from the influence of ageing populations. 

It is not feasible to present and discuss here all the’ find- 
ings in regard to cancers of other sites. Suffice it to say that 
the most sweeping claims were made for breast cancer be- 
cause, of all major cancer, the breast is the most accessible 
site for early diagnosis and for early and extensive treatment 
by all the rival techniques. The findings for cancer as a 
whole have been dealt with, however, in the reprints which 
have already been forwarded to Mr. Donaldson.—I am, etc., 

Department of Epidemiology and Biometrics, N. E. McKInnNon. 


School of Hygiene, 
University of Toronto. 


Theory of Cancer Treatment 


Sirn,—Dr. F. M. Lehmann’s interesting letter (June 14, 
p. 1301) on the subject of cancer treatment is evidently 
intended to draw attention to the fact that in the radio- 
therapy of cancer stromal reactions are often of greater im- 
portance than the direct effects of the radiation on the cancer 
cells. 


In proposing that attention should be focused almost exclu- 
sively on the stromal effects of radiation Dr. Lehmann, in my 
opinion, gives a very distorted picture of the cancer process and 
of the nature of cancer. His argument rests upon the conten- 
tions that the cause of cancer is a breakdown of the inherent 
“co-ordinating mechanism” controlling normal growth and 
repair; the specific cancer cell is a myth; in various parts of 
the body cells can be found which resemble in every respect those 
which are found in tumours; cancer cells are not aggressive ; and 
the stroma is a measure of nature’s resistance. Most of these 
contentions are clearly refuted by experimental work on animal 
tumours, to deny the relevance of which would be to deny the 
essential similarity of the biology of cancer in man and in 
animals. 

The evidence that the cancer cell carries within itself the full 
propensities of the disease is considerable in volume, and the 
following are some examples: 


(1) As few as 20 sarcoma cells are sometimes capable of giving 
rise to a fatal tumour on transplantation from one mouse to 
another of the homologous strain; leukaemia has been trans- 
planted with a single cell. 

(2) Normal cells have been rendered malignant in tissue culture 
by the action of chemicals or viruses. 

(3) Many tumour cells have distinctive cytological features 
by which they can be distinguished from normal cells. The 
cytological diagnosis of cancer in certain fields is a recognized 
procedure. 

That cancer cells are aggressive, which Dr. Lehmann denies, 
is obvious from their power to infiltrate and destroy normal 
tissues. The stroma, far from being the measure of Nature’s 
resistance, is evidence of the host’s helplessness, since it provides 
the generous blood supply demanded by the tumour. Tumour 
grafts evoke a blood supply from the host even more rapidly 
than grafts of normal tissue, and some workers have defined this 
power as the essential one by which the tumour gains its 
supremacy over the host. 

It remains true that cells in mitosis are specially sensitive to 
radiation, and that, in general, rapidly growing tumours are more 
sensitive to radiation than slowly growing ones. It is more reason- 
able to regard the stromal effects of radiation not as stimulation 
of a natural defensive reaction but as coincidental side effects 
which happen to further the radiotherapist’s intentions. 


It is interesting to reflect upon the implications of the fact 
that cancer most often arises when the reproductive age is 
declining or has passed. In these circumstances -it seems 
unlikely that a defensive mechanism of a specific character 
could have been perfected in the course of evolution through 
the agency of evolution. Our ideas will therefore be more 
in accordance with the “natural history ” of the disease if 
we refrain from any firm belief in the body’s natural 
defences against cancer.—I am, etc., 

London, S.W.1. 


Prophylaxis of Tetanus in Public Schools 


Sir,—Among the anxieties inherent in the duties of a 
medical officer to a public school it is probable that the 
possibility (admittedly remote) of the occurrence of a case 


HarRo_p B. HEwITrT. 





reo 4=&§ 7 DF 


Se) ed 











JuLy 19, 1952 


CORRESPONDENCE 


159 


BRITISH 
MEDICAL JOURNAL 





of tetanus is always something of a nightmare. Especially 
is this so in boys’ schools, as wounds and injuries are rela- 
tively more frequent and more severe, particularly in the 
rugger term. 

The whole question of serum reactions and serum sensi- 
tivity tests has been discussed with great clarity and useful- 
ness by Drs. L. J. M. Laurent and H. J. Parish in the 
Refresher Course (June 14, p. 1294), and their article has 
stimulated me to put forward a suggestion that a new pro- 
cedure might be well worth while in the prophylaxis of 
tetanus and the avoidance of anaphylaxis, for these two 
problems are so interrelated that they must be considered 
together. 

Active immunization by tetanus toxoid is accorded a 
general blessing in the Public School Handbook of Com- 
municable Diseases issued by the Medical Officers of 
Schools Association, but, so far as I am aware, few schools 
actively encourage it. Therefore, in the questionary it is 
usual to send out before entry to school, it appears to me 
that information should be asked specifically about a pre- 
vious history of asthma, infantile eczema, or a previous dose 
of serum, and where a positive answer is returned it is 
justifiable to urge that active immunization should be carried 
out and that a certificate to this effect be produced on entry 
to the school. Alternatively, permission should be asked 
for the medical officer to carry out such immunization after 
entry. In the event of refusal of such advice one might 
reasonably feel a sense of relief from responsibility in case 
of any untoward event. It would also constitute a positive 
policy, and I think a reasonable one, for dealing with a 
somewhat vexed and thorny problem.—I am, etc., 


Mill Hill School, N.W.7. A. H. MOorRLey. 


Bilateral Phaeochromocytoma 

Sir,—A woman aged 29 was admitted to hospital on 
February 28 in a state of coma. She was married, with two 
children. The history obtained from the husband was : 

On the morning of admission, and all of a sudden, the patient 
vomited about two pints (1 litre) of dark brown fluid and then 
collapsed and lost consciousness within a few hours. For the last 
two years she had been complaining of paroxysmal attacks of 
severe headache on and off, but she had never seen a doctor. 
During the last two months she had had some pain in the lower 
back, more towards the right side. Apart from this she had never 
had any other complaints. Her appetite was good, the bowels 
regular, and there was no urinary trouble. There had lately 
been some gain in weight. 

There was nothing relevant in the past illnesses or family 
history. 

On examination the patient was found to be deeply in 
coma, dyspnoeic, cyanosed, and with cold clammy skin. 
The pulse was imperceptible and the blood pressure could 
not be measured. The pupils were markedly dilated, equal, 
and not reacting to light. Reflexes were absent everywhere. 
Heart sounds were very weak and there were fine moist 
crepitations all over the chest. As the patient was in a 
terminal state, complete and thorough examination was 
almost impossible. She was given oxygen and rikethamide, 
but she died within half an hour of admission. 

At necropsy the stomach showed some congestion, with 
small petechial haemorrhages. The right adrenal gland was 
replaced by a large spherical tumour, reddish brown in 
colour, weighing 43 g. and measuring 12 by 10 by 9 cm. 
Microscopically the tumour was composed of cells which 
varied greatly in size and shape, but tended to be poly- 
gonal : the cytoplasm was eosinophilic and the nuclei were 
sharply demarcated and contained abundant chromatin. 
Many cells contained several nuclei. and some cells con- 
tained a large bizarre, folded nucleus. No mitoses were 
seen. The tumour was richly vascular and showed capil- 
laries and sinusoidal blood spaces, forming a stroma for the 
cells, together with a delicate connective tissue. The tumour 
was encapsulated. The appearance was that of a typical 
phaeochromocytoma. The left suprarenal contained a small 
ovoid tumour, pale yellow in colour, measuring 24 by 14 by 
2 cm. and weighing 16 g. Microscopically it had a 


similar structure to the first, and remnants of normal adrenal ‘ 
cortex were visible at one pole. The thyroid showed alveoli 
distended with pale-staining colloid. Other organs were 
found to be normal.—I am, etc., 


Southern Hospital, Dartford. ALBERT FAHMY. 


Social Trends and Home Confinements 


Sir,—Professor Dugald Baird writes (June 7, p. 1246) that 
in Aberdeen the stillbirth rate was found to be 30% greater 
at home than in hospital, and he offers the greater safety of 
hospital as a reason against any increase in domiciliary mid- 
wifery. Dr. W. N. Leak has already suggested (June 21, 
p. 1352) that the findings in Aberdeen are not generally 
applicable, and we should like to draw Professor Baird’s 
attention to the following figures, which appear to confirm 
Dr. Leak’s view. They relate to pregnancies occurring 
among the inhabitants of a West Country city in 1949, 1950, 
and 1951, and they compare the results of delivery in hospital 
with those achieved in the home by the district midwives and 
general practitioners. 

















Stillbirths 
Deliveries 
Rate per 
Cases | 1,000 Births 
Domiciliary an 1,484 32 21-3 
Hospital .. .. 1°749 39 22-0 
Allcases .. - 3,233 71 21°8 





This shows little difference in the stillbirth rates, but the two 
series are not strictly comparable, if only because the proportion 
of primiparae is 24% in the home and 50% in hospital. The 
rates for primiparae and multiparae separately are: 








| Stillbirths per 1,000 Total Births 





Primiparae | Multiparae 
Domiciliary .. - a 29:3 18-5 
Hospital ; i aa 23-7 | 20-0 
All cases 25°5 - | 19-1 





This does indeed show a 23% higher rate among the primiparae 
delivered at home, but if it had been possible to admit all these 
primiparae to hospital the actual number of stillbirths avoided 
would have been only two or three, and the 365 patients involved 
would have needed four beds and cots for the whole of the 
three-year period. 

It is important to know the reason for this difference in primi- 
parous stillbirth rates before suggesting a remedy, and, if the 
results of forceps delivery are any criterion, it is clearly not due 
to the inability of the district to deal-with mildly abnormal cases. 
The stillbirth rate after forceps delivery is virtually the same at 
home as in hospital: 











| mer 
Primiparae, Forceps Rate —— Ss. a nee 
Delivered | Cases x Forceps | After Forceps 
Domiciliary .. 365 32 8-7 > | 6-2 
Hospital a 875 68 7-7 4 5-8 
All cases es 1,240 100 8-0 6 | 60 

















The unbooked B.B.A. never mars hospital stillbirth rates, and 
patients who try to conceal their pregnancies are mainly a district 
problem. In this series 11 district primiparae had stillborn babies, 
and these 11 included one premature B.B.A., and a full-term 
B.B.A. whose mother did not announce either her pregnancy or 
labour until birth had taken place. Moreover, these 11 include 
only four babies which were over 44 Ib. (2 kg.) in weight, a much 
lower proportion than in the hospital series. If gross prematures 
and unbooked B.B.A.s are excluded from both series, the district 
stillbirth rate for primiparae falls far below that of the hospital: 


























Gross Prems S.B. Rate 
Primiparae Remainin 
Delivered S.B.s | and Loren Stillbirths. pes. 100 
a = al 365 11 8 3 8-1 
Hospital 875 21 8 13 14-7 
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In this area about 65% of primiparae, and 50% of all 
cases, are delivered in hospital, and there appears to be no 
reason to increase the number of beds. Indeed, as housing 
conditions improve the number of home confinements might 
well be increased without catastrophic consequences to the 
stillbirth rate, for this, in primiparae, appears to be related 
to unwanted pregnancy and prematurity rather than to the 
place of delivery.—I am, etc., 


Gloucester Ivor COOKSON. 


Citrate Therapy Success 


Sir,—A European patient holding an important position 
in a local commercial enterprise had been under treatment 
for four months for an eczema of the hands that con- 
siderably crippled him. He had begun to refer to it as a 
“* major catastrophe.” 

I employed the usual gamut of local applications, anti- 
histaminics, etc., and a careful search was made for any 
source of sensitizing substance—all without avail. 

Your Journal of April 12 carried a paper by Rocha e 
Silva concerning the mechanism of anaphylaxis and allergy 
(p. 779), in which it was maintained that 4% sodium citrate 
is a potent treatment applied locally. 

After four days’ treatment, with local swabbing three times 
a day, the eczema disappeared almost entirely except for 
scarring areas where infection had supervened. 

Both the patient and myself may be excused a certain 
gratification—and astonishment.—I am, etc., 


Leopoldville, Belgian Congo. E. W. PRICE. 


Danger of “ Novalgin ” 


Sir,—The report by Drs. F. Dudley Hart, D. G. Wraith, 
and E. J. B. Mansell (June 14, p. 1273) of a case of agranulo- 
cytosis in which “ novalgin ” was incriminated as the causa- 
tive drug prompts me to record a case in which novalgin 
was thought to be responsible for severe granulocytopenia. 


A housewife, aged 61, had suffered from recurrent pain in the 
back. For the relief of this pain she had been prescribed novalgin 
(sodium 1-phenyl-2 :3-dimethyl-5-pyrazolone 4-methylamino 
methane sulphonate). She had taken four or six 5-gr. (0.3-g.) 
tablets daily regularly from June 15, 1951, until her admission to 
hospital on August 14. On July 20 her throat became sore and 
she had difficulty in swallowing, progressing to almost complete 
dysphagia. She developed multiple septic areas and indolent 
abscesses of the skin and ran a high fever with shivering attacks, 
becoming increasingly weak and prostrated. She was admitted 
to hospital on August 14, three weeks after the onset of her 
symptoms and eight weeks after commencing novalgin. 

A blood count showed: ~-white cells 3,500 per c.mm. (poly- 
morphs 1% (35 per c.mm.), lymphocytes 94%, monocytes 5%); 
red cells 4,200,000 per c.mm. Hb=84% (12.4 g. per ml.). Swabs 
from the septic lesions grew Streptococcus pyogenes and 
Staphylococcus aureus and a blood culture was sterile. 

She was treated with crystalline penicillin 250,000 units intra- 
muscularly six-hourly, “* pentnucleotide ” 10 ml. intramuscularly 
six-hourly, and pyridoxin 100 mg. intravenously daily. There was 
a rapid rise in the granulocytes, and the pentnucleotide and pyri- 
doxin were omitted after the fourth day of treatment when the 
polymorphs had reached 6,600 per c.mm. The penicillin was 
omitted after she had become afebrile on the 18th day. Sternal 
puncture was delayed until the sixth day and at this time a 
normal cellular marrow. was found. There was no evidence 
of leukaemia or neoplasia. Her general condition showed rapid 
improvement and she has remained well since. 

Novalgin was thought to have been responsible for the 
granulocytopenia in this case, for this was the only drug 
which had been taken during the previous two months. It 
is a sulphonated derivative of amidopyrine and, like it, may 
produce agranulocytosis. However, it is not on any danger- 
ous drug schedule, and may be obtained by the public with- 
out a doctor’s prescription. It is therefore desirable that the 
dangers of the drug should be generally known, and that it 
should be used with as much caution as amidopyrine, bear- 
ing in mind that the use of safer analgesics is to be preferred. 
—I am, etc., 


Orpington, Kent. K. M. CITRON. 


Incidence of Drug Sensitivity 


Sir,—The articles of Dr. G. Discombe and of Drs. F. D. 
Hart, D. G. Wraith, and E. J. B. Mansell, and your annota- 
tion on the dangers of amidopyrine (June 14, pp. 1270, 1273, 
and 1292) prompt me to report two cases of drug sensitivity 
to emphasize the importance of this problem and comment 
on some aspects of this form of allergy. 


Case 1—A woman aged 51, suffering from rheumatoid arthritis, 
had been treated between February, 1948, and September, 1951, 
by injection of calcium aurothiomalate (Crookes), each course of 
a total of 0.5 g. lasting about four months, with a three-month 
interval between the courses. On October 22, 1951, she was started 
on weekly injections at home of “ irgapyrin” (Geigy) (amido- 
pyrine in butazolidine) 5 ml., the last injection being given on 
December 10. At the same time she was taking two tablets daily 
of “ allonal” (Roche) (amidopyrine and allylisopropy! barbitur- 
ate). On the day after her last injection she developed malaise 
followed by pyrexia, diarrhoea, a dry sore throat, and severe 
pain in the perineum. On December 16 a white cell count done 
privately showed about 500 total white cells per c.mm., 80% 
lymphocytes; her temperature was 103° F. (39.4° C.) and she 
was given penicillin. Two days later she developed jaundice 
and was admitted to St. Helier Hospital with enlarged spleen and 
liver. She had a large area of induration with gangrene of the 
right buttock, the gangrene extending to involve the rectal 
mucosa. (Blood, total white cells 3,100 per c.mm., all lympho- 
cytes; serum bilirubin 6.7 mg. per 100 ml.) 

She was treated with antibiotics, vitamins, pentose-nucleotide, 
pyridoxin, liver injections, and intravenous blood, saline, and 
glucose. There was no change in her condition. On December 20 
total white cells were 1,800 per c.mm. (lymphocytes 88%, plasma 
cells 11%, polymorphs 1%). She died on December 22, and a post- 
mortem report by Dr. D. Haler, at the request of H.M. Coroner 
for East Surrey (I am indebted to both for permission to quote), 
stated: ‘‘ There were scattered petechiae and ecchymoses all over 
the body and a deep sloughing sore on the sacrum. There was 
sloughing ulceration of the pharynx. The liver was bile-stained 
and showed the characteristic picture of subacute yellow atrophy. 
The heart muscle and the adrenal glands were necrotic, and the 
bone marrow was reddened and apparently excessive in the 
sternum.” 

Case 2.—A 45-year-old woman was admitted on October 5, 
1948, having developed a few days earlier bleeding from the 
mouth, bruises in the skin, and conjunctivae, pain on swallowing, 
tarry stools, and blood-stained urine. Her platelets were 
25,000 per c.mm. One year previously, over a period of about 
six months, she had been given eight tablets of ‘ sedormid ” 
(Roche) (allylisopropyl acetyl urea) without any ill effects. 
During the last six months, on four occasions, she had taken one 
to two tablets of sedormid, and each time she developed bleeding 
in the skin and mucosae of the nose and mouth. She had previ- 
ously suffered from mild attacks of as:hma, hay-fever, and eczema. 
There was a family history of asthma and eczema. She improved 
after about a week in hospital; the platelets returned to normal. 
The tourniquet test has remained positive, but no further purpura 
has occurred since. 


The first patient received three drugs which cause agranulo- 
cytosis, but of these only gold is known to cause jaundice. 
The last course of gold injections was terminated over 
three months before her fatal illness started, and, although 
gold may be found in the urine up to about 300 days 
after injections and in the plasma for 100 days (Freyberg 
et al., 1941; Hartung et al., 1941), I am unaware of any 
case where symptoms arose at such a long interval of 
time after administration. It is difficult, therefore, to 
assess the part played by each of these drugs, but one cannot 
help feeling that the ones containing amidopyrine played the 
greatest part in causing this patient’s illness. The second 
case does not differ substantially from other cases reported 
in the literature of thrombocytopenic purpura caused by the 
hypnotic sedormid. In both these instances the knowledge 
that potentially harmful drugs were being administered failed 
to act as a safeguard. 

An interesting feature of drug sensitivity, which seems to 
apply generally to other allergic conditions, is its geo- 
graphical distribution. In 1938 I discussed this problem in 
describing the first case reported in Italy of jaundice asso- 
ciated with exfoliative dermatitis caused by cinchophen. A 
review of the literature of purpura caused by sedormid 
reveals no case reported in the Latin countries. Discombe 
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discusses the curious variations of incidence of agranulo- 
cytosis caused by amidopyrine, which he considers to be 
related to the total consumption of this drug among the 
population. Palmer (1952) found that after B.C.G. vac- 
cination Danish children showed strong positive tuberculin 
reaction ; in Egypt, the size of the reaction was one-third of 
that measured in Denmark ; in Greece, the size was some- 
where between that of the two other countries. In a series 
of investigations on the effects of various factors on the 
allergic potency of the B.C.G. vaccine, he showed that the 
exposure to sunlight of the vaccine played an important part 
in the size of the reaction to tuberculin, independently of 
the number of living B.C.G. organisms present. Palmer 
suggested that variation of sensitivity in the children of dif- 
ferent racial groups may play a part in their responses to 
B.C.G., but had not yet completed investigations on this 
point. 

All the available evidence suggests that several factors 
are involved in producing allergic reactions, and much more 
knowledge is needed to assess this problem. Discombe’s 
suggestion that a special committee should collect evidence 
on drugs causing injurious side-effects with a view to sub- 
mitting representations and recommendations to the Poisons 
Board should be strongly supported.—I am, etc., 

W. N. ROGERS. 


Carshalton, Surrey. 
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Anatomical Nomenclature 


Sir,—It is with relief that one reads Professor T. B. 
Johnston’s letter (July 5, p. 41) informing us that an agreed 
international nomenclature is to be established. While con- 
gratulating him on the active part he is playing in pro- 
ducing order out of chaos, I would warn him against the 
optimism of his last paragraph. It is true that “ Poupart’s 
ligament” has been forgotten, but “ musculo-spiral nerve 
and dorsal vertebrae” persist in medical and surgical text- 
books, radiological reports, and surgical discussions. Pro- 
fessor Johnston must carry his lance into the clinical field. 
—I am, etc., 

London, W.1. A. H. DouTHWAITE. 


Osler Memorial Tablet 


Sir,—After attending the summer meeting in Oxford last 
month of the Paediatric Section of the Royal Society of 
Medicine, with cases and demonstrations in the Osler Lecture 
Theatre and tea in Osler House garden, one naturally visited 
the Oslers’ old home, “The Open Arms,” 13, Norham 
Gardens, to pay trittite to the memory of one of the greatest 
clinicians of all time. Sir, imagine one’s surprise to find, 
pinned to the front door, a notice: “The Bureau of 
Statistics has moved to other premises.” The spacious 
and once beautiful house was empty and in disrepair, and 
the huge garden a wilderness, overrun with weeds. 

It makes one sad to think that this once famous house 
bears no tablet commemorating the fact that Osler once 
lived there and, in his will, bequeathed it to his own beloved 
college, Christ Church, as a suggested home for future 
regius professors of medicine at Oxford. May I, Sir, suggest 
that a fund be opened at once to erect such a tablet, the 
balance of the proceeds from which to go towards some 
worthy cause such as the committee in charge of its distribu- 
tion might think fit? The council of the Osler Club of 
London, jointly with the council of the Osler Society of 
Oxford, would seem to me to be the appropriate body to 
put this suggestion into effect ; and I appeal to the profes- 
sion in Great Britain, the United States of America, and 
Canada to give it their whole-hearted support.—I am, etc., 
L. CARLYLE LYON, 


Assistant Honorary Secretary, 


London, W.5. 
Osler Club of London. 


College of General Practice 


Sir,—As a new apostle of a century-old idea, Dr. John 
Hunt (June 28, p. 1410) proves himself convinced “of his 
mission, yet graciously devoid of dogmatism. He shows 
the utmost deference to the comity of existing medical 
institutions. Already, too, he has the Rt. Hon. Henry Willink 
sponsoring the revival, as chairman of the steering com- 
mittee. Are we in for squalls ? 

Dr. Hunt addresses himself at some length to the mooted 
title. “ What’s in a name?” we may rejoin, adding, “ It’s 
what it does that counts.” But, at the outset, this wary 
advocate wants his venture to escape the odium of a wrong 
label alienating the support that he solicits. He passes on 
to the possible activities of the College. 

Yes, an H.Q. by all means, for it is as vital as the nucleus 
to the cell. Specially commendable is the early consideration 
he gives to improving the students’ clinical education. 

But surely it is the up-grading of practice in the public 
regard that is the mainspring underlying this revival move- 
ment. Are we losing caste in society? During the last 
decade or two an uneasy feeling on this admittedly rather 
intangible aspect of practice has grown into a professional 
concern—this, and its corollary, the influence of status on 
the efficacy of doctoring. Nothing less than the soul of 
medicine is at the stake. Does the fire brook delay ? 

A youngster, taken with acute osteomyelitis, will scarcely 
appreciate a daily visitor feeling his pulse and, with sympa- 
thetic mien, speaking tender words and advice. But give 
him a shot of penicillin to his bottom and he will soon be 
greeting your return with a smile. So with a young man, 
possibly a father, smitten with a dolorous carbuncle of 
kidney. This is trenchant truth, yet for every one of such 
there will be scores seeking succour for maladies lacking 
spectacular cures. What valuable help do we dispense to 
them ? There comes in the art of medicine, which is being 
ousted by the prodigies of science, and, losing this, we lose 
caste. 

The master of the art is the G-P., daily surrounded by the 
grim realities, who earned in our profession the coveted 
title of guide, philosopher, and friend. His armamentarium 
includes a word of comfort and cheer, an understanding of 
the unvoiced dreads that may be sapping the morale of a 
patient—loss of livelihood, anxiety for the children, the 
collapse of a precious scheme, the prospect of incurable 
pain. Indeed, the young man with his kidney trouble may 
be much in need of a reassuring word about getting back 
to work. 

This factor in doctoring counts for “very much with 
humanity, and is not acquired by study but caught by seeing 
it in action and day after day, which brings home to 
young folk how greatly patients appreciate the uplift that 
the doctor’s visit may mean. A few months with the ace of 
exponents—an experienced G.P. gifted with a little innate 
pedagogy, perhaps—is the training medium par excellence. 
I hope the steering committee may include in its delibera- 
tions the possible creation of a cadre of G.P. pedagogy.— 
I am, etc., 

Bristol. A. WILFRID ADAMS. 

’ 


Improving General Practice 


Sir,—In the Journal of May 10 (p. 1030) I read with great 
pleasure the letter of my respected colleague, Dr. Desmond 
MacManus (who is a little senior to me, for I am a general 
practitioner with 30 years’ experience), which comments on 
the address of Sir Cecil Wakeley on “Clinical Research in 
the National Health Service” (April 26, p. 917). I would 
like to declare my agreement, naturally enough, with Sir 
Cecil’s address and also with Dr. MacManus’s addition. It 
is very true that “clinical research is a painstaking investiga- 
tion of individuals in the course of treating and caring for 
patients ” and “that the essence of clinical research is that 
it is carried out by a clinician, be he general practitioner or 
specialist.” It is also true that the general practitioner, who 
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has continuous access to his patients over many years and 
sees them both in health and in sickness, has far better 
opportunities for studying and recording the natural history 
of disease than any other medical man. It is, as Sir Cecil 
says, a great pity that their important observations are not 
handed down to future generations. . 

It seems to me, and I believe that I am not alone, that the 
clinical part of medical training is very poor in the teach- 
ing of those medical students who will become the general 
practitioners of the future. Medical training naturally omits 
at the beginning all the natural difficulties, by its simplifi- 
cation of the great complexities of the human body and the 
study of physiological and pathological changes and other 
specialized sciences. Yet the newly qualified young doctor 
must face the whole man as a patient, with all his individual 
variations within the limits of the normal and the physio- 
logical. It ought to be easier for him to face this whole 
man in the last year of his studying than at the beginning, 
and he ought to have heard near the beginning of his course 
in normal physiology of all the normal individual differences. 
In fact, he hears nothing of this, but only about an average 
type and precise laboratory findings. After 30 years of 
general practice one knows how wide the amplitude of 
normal differences is, and the great value of knowledge of 
what I call “the constitutional factor” and the “innate 
temperament ” of everyone. 

It is a great pity that this important experience cannot be 
handed on to future general practitioners.—I am, etc., 


Split, Yugoslavia. JuRAJ KALINIC¢. 


Vascular Changes During Anaesthesia 


Sir,—In their recent paper (June 14, p. 1284), Drs. R. 
Shackman and I. G. Graber showed an increase in skin 
temperature and a concomitant diminution in rectal tem- 
perature during anaesthesia. One must, I think, accept their 
conclusion that the former denotes a rise in skin blood flow 
(see also correspondence, June 28, p. 1409, and July 5, p. 44). 
The significance of the fall in rectal temperature is not so 
clear, Jhon independent experiments on animals I am 
convinced that anaesthetics do indeed produce a diminution 
at least in liver blood flow and probably also in rectal blood 
flow, but I very much doubt whether rectal temperature 
observations alone can be regarded as evidence of the same 
reaction in man. 

I have never claimed that rectal temperature alone may be 
used as an index of blood flow. It is true that earlier experi- 
ments reported by me (British Medical Journal, 1951, 2, 1379) 
showed that rectal temperature changes could be produced 
by rectal blood flow changes. This is a very different matter, 
and the conclusions were supported by direct recordings of 
rectal blood flow. Moreover, the maximum temperature 
changes which could be attributed to vascular reaction were 
less than 0.5° C. Without the use of special methods—the 
heated thermocouple technique was used in my work—lI 
would hesitate to claim that any change in rectal tempera- 
ture was primarily vascular in origin. 

The interpretation of rectal temperature changes in anaes- 
thesia is further complicated by the fact that anaesthesia 
produces a drép in all internal temperatures. Dr. Birnie 
and I showed that, in the rat, ether or “ nembutal ” anaes- 
thesia lowered the liver temperature from mean values of 
over 39° C. to mean values of about 34° C. (circumstances 
compel me to quote from memory). In the rabbit we have 
recorded liver temperatures as low as 33° C. with rectal 
temperatures of 31.8° C. during nembutal anaesthesia. 
These changes were not primarily vascular, a point estab- 
lished by simultaneous blood flow records. They were the 
result of alterations in thermal balance ; whether this was 
due to metabolic depression or increased heat elimination or 
a combination of both has not been established. 

I cannot help feeling that the findings of Shackman and 
Graber may arise from similar causes. Diminutions in 
rectal blood flow probably contributed to the temperature 
drops, indeed they may have been the initiating factor. 
None the less, I consider that the full extent of the tempera- 


ture drop reported was too great for so simple an explana- 
tion and must have been determined, in part at least, by 
alterations in heat equilibrium similar to those occurring in 
other species—I am, etc., 


Bristol. J. GRAYSON. 


Prolonged Respiratory Paralysis after Succinylcholine 


Sir,—In view of the correspondence regarding the dosage 
of succinylcholine chloride and the duration of the ensuing 
apnoea (June 21, pp. 1342 and 1352), the following case may 
be of interest. 

A man of 58 was to undergo electro-convulsive therapy as an 
out-patient. He was six feet tall and weighed 140 Ib. (63.4 kg.); 
atropine, 1/100 gr. (0.65 mg.), was given subcutaneously half 
an hour prior to the treatment. Thiopentone sodium was 
administered until the patient was asleep, 0.3 g. being required. 
This was followed by 50 mg. succinylcholine. An airway was 
inserted and thé patient inflated with oxygen, care being taken to 
avoid hyperventilation. The shock was administered one minute 
after the onset of muscular paralysis. Excellent modification was 
obtained. Inflation of the lungs was continued until spontaneous 
respiration was re-established. This occurred seven and a half 
minutes after the disappearance of the initial muscular contrac- 
tions following the injection of succinylcholine. 

Further treatments were considered essential. Accordingly, 
in view of the report of Hurley and Monro (Journal, May 11, 
p. 1027), a smaller dose of succinylcholine was employed. The 
technique was similar in every detail except that only 20 mg. 
relaxant was used. Again an airway was inserted into the mouth 
with ease and oxygenation of the lungs carried out. Modification 
of the fit was inadequate. The duration of apnoea was three 
minutes. Subsequently, six treatments have been carried out 
using 40 mg. succinylcholine. With this dose apnoea persisted 
for six minutes and satisfactory modification was obtained. In 
this case, using a small constant sleeping dose of thiopentone, the 
length of apnoea depended on the dose of succinylcholine used. 


I am grateful to Dr. George Edwards and Dr. Desmond 
Curran for permission to record this case.—I am, etc, 
B. L. Day. 


Department of Anaesthetics. 
St. George’s Hospital, S.W.1. 


Ultra-short-acting Relaxants 


Sir,—I was most interested in the report by Drs. H. 
Richards and H. R. Youngman (June 21, p. 1334) on the 
short-acting relaxants, particularly in their use in electro- 
plexy, in which it seems likely they will supplant the longer- 
acting compounds. One of the routine relaxants used at 
this hospital during the past six months has been a hetero- 
polymethylene-bis-trimethylammonium di-iodide preparation 
(Ro 3-0386), which is somewhat similar in its effects to suc- 
cinylcholine iodide. So far relaxation has been adequate, 
recovery rapid, and no ill effects have been observed. 

The technique employed here has been to give a 3-gr. (0.2-g.) 
capsule of sodium amytal one hour prior,to the induction of 
the fit. Immediately before applying the electro-convulsive 
therapy 5 mg. Ro 3-0386 is given by intravenous injection over 
a period of 10 seconds. The required depth of relaxation is pro- 
duced in one to two minutes and passes off within four minutes. 

There has been the occasional complaint of slight constriction 
in the throat. Assisted respiration has not been found necessary, 
although oxygen has been given in about 25 of a total of 50 
administrations. No changes in the blood pressure were observed 
except in one case, an arteriosclerotic, where a transient reduction 
occurred. 

I am grateful to Dr. F. Wrigley and Roche Products, Ltd., 
for the Ro 3-0386 used in these cases.—I am, etc., 


Preston, Lancs. R. B. TAyYLor. 


Post-operative Brachial Plexus Paralysis 


Sir,—Dr. F. G. Wood-Smith (May 24, p. 1115) does a 
great service in bringing this important subject forward. I 
am sure that the hazards of the extreme positions on the - 
operating table which he mentions are not sufficiently recog- 
nized or widely enough known. One could almost write a 
small book on the hazards of the steep Trendelenburg 


position. 
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It seems to me that the very factor which makes the risk of 


post-operative brachial plexus paralysis greater—that is, the: 


greater relaxation obtained in modern anaesthesia—also makes 
the steep Trendelenburg position unnecessary. The same principle 
applies to the other extreme positions. Surely a compromise is the 
answer, the steep Trendelenburg only being used for a very short 
period while the surgeon packs off the operation field with 
abdominal towels, and then the horizontal or very moderate slope 
is assumed. 

Dr. Wood-Smith mentions bending the legs in order to reduce 
the weight taken by the shoulder-rests. If one agrees with the 
theory that pressure on the calf veins is the most likely predis- 
posing cause of embolism (Mr. McNeill Love, April 26, p. 920 ; 
Professor Lambert Rogers, Lancet, 1946, 1, 715), this would 
appear to substitute one bad risk for another. If the steep 
Trendelenburg position must be used, then the pelvic rest is 
probably the best solution. 


But perhaps the correct conclusion is that these extreme 
positions are traditional and hazardous, rather than really 
necessary or really safe, no matter how careful the theatre 
team may be.—I am, etc., 

Zurich. 


R. A. C. HERRON. 


Pulmonary Embolism from Calf Veins 


Sir,—The letters of Dr. H. M. Hanschell and Mr. A. J. 
Partridge (June 28, p. 1405) are very interesting. It is curious 
that an argument can develop as to the precise mechanism 
whereby a prophylactic manceuvre produces its beneficial 
effects when so far it has not been shown that it produces 
, any effects at all. 

Many preventive measures have been suggested from time 
to time, such as raising the foot of the bed to encourage 
venous return, raising the head of the bed so that the patient 
is goaded into activity in his efforts to prevent himself slip- 
ping to the bottom, the abolition of Fowler’s position, the 
encouragement of early ambulation, and the administration 
of drugs such as digitalis and thyroid extract. Unfortun- 
ately the incidence of thrombo-embolic disease remains 
about the same as ever, although its treatment and control 
have been revolutionized by the anticoagulants. I do not 
employ any of the above measures except Fowler’s position, 
yet I find that in my last 1,000 abdominal operations 
there have been only three deaths from pulmonary embolus. 
This figure is slightly lower than one would expect from the 
published statistics of large series of cases. Your leader on 
this subject (July 5, p. 29) is most timely, and I hope that 
it will provoke a more critical examination of the current 
theories of the pathogenesis of phlebothrombosis. 

Venous thrombosis has been identified with venous stasis 
for so long, and the insidious power of repetition is so strong, 
that the two conditions have become inseparable in our 
minds. One might as well try to convince a schoolboy that 
Columbus did not discover America (which he did not !) as 
convince a medical man that vascular stasis is a normal 
physiological state, in itself of no pathological significance. 
There seems to be a conception, almost Harveian in its sim- 
plicity, that the blood is constantly whizzing round the body, 
and that should it falter in its onward rush it is likely to 
solidify. Nothing could be farther from the case. In most 
textbooks of physiology there is a chapter on haemo- 
dynamics which points out that the cardiovascular system 
may be regarded as a closed circuit, and that at any given 
point and time in the circuit the velocity of the blood is 
inversely proportional to the total sectional area at that 
point. The break-up into the capillary bed is associated 
with an increase of several hundred per cent. in total cross 
section, and the velocity of the stream in the capillaries 
is thus very much reduced, a circumstance which facili- 
tates the interchange of gases, food materials, and waste 
products. 

Further, it is known that blood (or any other liquid) flow- 
ing along a tube does not move en masse, but that its central 
elements flow much faster than those at the periphery. The 
outermost layer—i.e., that next to the intima—is actually 
stationary. The circulation may thus be likened to a river. 


When the river bed narrows the stream is fast, and may 
even become a torrent; when it broadens out the current 
is gentle, and yet is much faster in the middle of the stream 
than at the banks, where it is almost motionless. It will be 
seen, therefore, that vascular stasis is a perfectly normal, 
and indeed inevitable, state in the human body. Some of 
the blood is stagnant all the time, the rest is stagnant some 
of the time. 

Nevertheless, it is a truism to say that pulmonary embo- 
lism is a disease of patients. The victim does not become a 
patient because he has a pulmonary embolus: he is a patient 
before the catastrophe. The pregnant woman, with a tumour 
in her belly obstructing the veins of her legs, does not die 
of pulmonary embolism, though she may do so in the puer- 
perium, when the obstruction has been relieved. Nor is it 
primarily a disease of the bedridden ; it is a disease of the 
acutely ill. It is a result of the sudden translation from 
activity to the sick-bed. 

Finally, we should not forget that intravascular clotting is 
overwhelmingly more common in the swift arterial current 
than in the leisurely venous stream. It is for these reasons 
that I venture to suggest that venous thrombosis has little 
to do with venous stasis, and that the cause must be sought 
elsewhere. My own hypothesis (Lancet, 1951, 2, 1180) may 
well be wrong, but I feel that it is a stumble in the right 
direction—I am, etc., 


Barnet, Herts. V. J. Downie. 


CDE Notation for Blood Groups 


Sir,—One of the numerous weaknesses of the CDE nota- 
tions has been the difficulty of expressing oneself orally 
when using these symbols. As a result Fisher and Race 
have resorted to so-called shorthand symbols which are 
merely minor modifications of the International Rh—Hr 
Nomenclature. Drs. S. Haberman and J. M. Hill (April 19, 
p. 851) have suggested an additional method whereby the 
CDE symbols can be used orally. Their solution merely 
serves to expose further the weaknesses of the CDE system. 
In Table I of their paper is given their suggested verbal 
usage for the CDE symbols, but these constitute nothing 
more than a literal translation into CDE of the Rh-Hr 
nomenclature used by me. Race, Levine, and others have 
criticized the International Rh-Hr Nomenclature because the 
phenotype symbols “do not include the Hr factors.” But, 
as I have pointed out, since there is a reciprocal relationship 
between the Rh and Hr factors, the latter are actually in- 
cluded by implication, just as the designation group O 
implies the presence of anti-A and anti-B agglutinins. More- 
over, if the criticism were valid, it would apply equally to 
the shorthand symbols used by Kace and the newly sug- 
gested verbal usage. Thus, the new proposal again exposes 
the inconsistencies and lack of logic of the CDE notations, 
especially the very first line of the table, where it is suggested 
that, instead of stating orally, “ Little c, little d, little e over 
little c, little d, little e,” the expression “Rh negative” 
be used. 

In Table II, on the other hand, some of the symbols which 
these authors ascribe to me are not part of the International 
Rh-Hr Nomenclature at all, and have never appeared in 
any of my papers. What Haberman and Hill have done is 
to translate Race’s ideas concerning the rhw (CY) factor and 
Rho variants (D¥) into the International Nomenclature. 
These ideas have been shown by me to be incorrect, and of 
course they are just as fallacious no matter what nomen- 
clature is used. 

It seems hardly necessary again to refer to my past 
publications on the subject, but it may be of interest to call 
attention to some recent ones—namely, in the Lancet, 
February 2, p. 256, and April 26, p. 876. A comprehensive 
review of the entire question, entitled “ Mosaic Structure of 
Red Cell Agglutinogens,” is due to appear in the June 
issue of Bacteriological Reviews.—I am, etc., 


Brooklyn, New York, A. S. WIENER. 
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“ Priscol” and Acute Heart Failure 


Siz,—In regard to the clinical note by Dr. David 
Wheatley (May 31, p. 1174) on relief of acute left ventricular 
failure by “priscol,” is the author aware that the intra- 
venous injection of morphine and aminophylline causes 
relief, within a very few minutes, of the acute dyspnoea and 
bubbling rales and a disappearance of the cold, clammy 
skin? If following this procedure a mercurial diuretic is 
slowly injected intravenously or given intramuscularly with 
a small amount of procaine solution, the patient usually 
experiences complete relief and no further therapy is needed. 

Have Dr. Wheatley’s patients been maintained on a very 
low salt diet ? 

It would be interesting and relevant to know what the 
experience of other English physicians with the use of a 
vasodilator has been.—I am, etc., 

Ciarion, Iowa. R. L. GORRELL. 

Sir,—Mortal conditions warrant the use of dangerous 
remedies ; but the latter are only justified if they are certain 
in effect and there is no safe alternative. An intravenous 
mercurial diuretic may result in sudden death, and, although 
I have not tried intravenous morphine, it must be recalled 
that this drug is a powerful respiratory depressant. I would 
hesitate to say that intravenous injection would be entirely 
without danger, in a condition where pulmonary function is 
already seriously impaired. As I mentioned in my article, I 
have never®seen any relief of acute pulmonary oedema 
follow the uSe of either intravenous mersalyl or amino- 
phylline (0.5 g.), although I have employed both, before I 
thought of using “priscol.” It would appear that Dr. 
Gorrell has been more fortunate in this respect ; although 
the very multiplicity of his remedies may cast a suspicion 
of doubt in the minds of some upon their complete 
effectiveness. 

In introducing priscol as a remedy for acute left 
ventricular failure, I have been actuated by a desire to find 
a rapid, safe, and effective drug the action of which is 
based upon physiological principles. As such, it is a remedy 
for sudden emergency, and my patients had not been pre- 
viously maintained on a low sodium diet. In fact, the effects 
of such a diet upon cardiac failure are not relevant to the 
purposes of my article—I am, etc., 


Twickenham, Middlesex. 
Serum Culture of Erythroblasts 


Sir,—I should like to comment on some points arising 
from the interesting article of Drs. Feinmann, Sharp, and 
Wilkinson (July 5, p. 14). I can confirm the authors’ obser- 
vation that no difference in effect can be shown between 40% 
and 60% homologous pernicious anaemia serum as culture 
medium on the ripening of megaloblasts. I had to compare 
35% with 65% heterologous pernicious anaemia serum to 
demonstrate the presence of an inhibitory effect. Normal 
serum does not show a significant dilution effect. The 
importance of the use of heterologous serum—i.e., not the 
patient’s own—has been pointed out in a detailed description 
of the technique (L. G. Lajtha, J. clin. Path., 1952, 5, 67), 
and E. E. Osgood and I. E. Brownlee (J. Amer. med. Ass., 
1937, 108, 1793) also called attention to this point. No 
explanation has so far been found for the curious fact that 
the patient’s own serum causes some ripening of megalo- 
blasts to normoblasts and that the inhibitory effect is more 
pronounced when serum from another pernicious anaemia 
patient is used. 

I cannot subscribe to the grouping together of proerythro- 
blasts and megaloblasts in the differential counts. We have 
found it here necessary to define very strict criteria for the 
megaloblasts, including in this classification only those cells 
which are never seen in normal marrow. The recognition of 
megaloblasts in 72-hour cultures of normal marrows in 
80-90% pernicious anaemia serum has been confirmed by 
R. B. Thompson in Newcastle (personal communication) and 
L. Bussi in Milan (personal communication). The Italian 


Davip WHEATLEY. 


workers seem to have collected some evidence that certain 
metabolic products of tyrosine breakdown inhibit the ripen- 
ing of megaloblasts into normoblasts in vitro (L. Bussi—to 
be published).—I am, etc., 


Oxford. L. G. LasTHA. 


Plastic Artificial Gullets 


Sirk,—Since the surgical treatment of cancer of the hypo- 
pharynx and the cervical segment of the oesophagus in- 
volves highly technical procedures, may I stress the import- 
ance of regarding each patient as an individual problem, so 
that a careful selection can be made of the best treatment 
to suit his special requirements, without any argument con- 
cerning the number of stages to be used? The surgeon 
must have at his disposal several techniques which he can 
use in certain eventualities. The primary consideration is 
that the disease must be eradicated, and we must not be 
hampered in this duty by thoughts of reconstruction which 
can be done satisfactorily later. Refinements of technique 
will come with the possibility of a satisfactory one-stage 
operation. For example, I have obtained primary closure 
by anastomosing the. divided hypo-pharynx with the 
pharyngo-oesophageal junction; fibrous strictures do not 
follow this type of closure when perfect mucous membrane 
apposition is obtained. A procedure which leads to fibrous 
stenosis and dysphagia is useless. 

I have used plastic,artificial gullets as a temporary measure 
to enable the patient to swallow between the first and second 
stages of the planned procedure. In certain instances, as 
when the skin of the neck has been heavily irradiated, this 
interval may be prolonged but the patient can go home, 
and one patient went to work. The tube is removed when 
the reconstruction operation is performed. 

I am strongly in favour, at present, of a procedure carried 
out in two stages for the majority of patients. It is possible 
for such a patient to go home fit, with perfect deglutition, 
in eight weeks and without the prospect of recurrent dys- 
phagia from a fibrous stricture.—I am, etc., 


London, W.1. RONALD W. RAVEN. 


Help for Tuberculous Students 


Sir,—The British Student Tuberculosis Foundation was 
formed last year with the aim of opening in this country a 
100-bed rehabilitation centre where students convalescing 
from tuberculosis can be fitted for return to college by 
courses of study including lectures, set reading and essay 
writing, tutorials, etc. In a little over 18 months students 
in Britain have collected some £20,000 towards it. 

This April the N.W. Regional Hospital Board agreed to 
open a small experimental unit for men at Pinewood Hospital 
near Wokingham in Berkshire ; this centre is expected to be 
ready in September. It will have accommodation for 16 
student patients in one self-contained ward. This is to be 
divided into three parts: a dining-room where all meals 
will be taken, a lounge, and a bed-ward where students 
can read in silence during rest periods. The medical care 
and supervision of the patients will be the responsibility 
of the physician superintending the hospital. The academic 
side will be the responsibility of the Foundation. Those 
admitted will have to be recovering satisfactorily ; they must 
be non-infectious in the sense of sputum negative. As only 
a minimum of nursing staff will be available, students must 
be fit enough to do a few light duties for themselves, such 
as making their beds. They must be able to take all meals 
up and stay up and dressed for at least four hours a day. 
Patients will be expected to abide by the rules of the sana- 
torium during their three to four months’ stay there. 

The Foundation is to be responsible for occupational 
treatment, and is now making arrangements for university 
teachers, principally from the University of London, to 
visit the centre regularly to give lectures and to supervise 
individual courses of study. 

Entry is open to full-time male students from all parts 
of Great Britain, whatever their race, colour, or creed. It 
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is expected that applications will greatly exceed the places 
available, and it must be understood that selection of medi- 
cally suitable candidates rests finally with the N.W. Metro- 
politan Regional Hospital Board ; the. Board has, however, 
agreed to accept the advice of the Foundation as to academi- 
cally suitable candidates as far as possible. The Foundation 
will be pleased to receive, at the earliest opportunity, appli- 
cation from any full-time student who would like to come 
to Pinewood and who expects to be fit to do so by the 
autumn, or at any time throughout the coming year. Appli- 
cants need consider themselves under no obligation to come 
if or when they are offered a place. It is important that 
application should be made early, any time up to six months 
ahead of the expected date of fitness, so that admission 
delays and empty places can be avoided. The Foundation 
will keep in touch with applicants so as to confirm their 
medical progress. 

I would be grateful if any of your readers who are in 
touch with a tuberculous student who might wish to avail 
himself of these facilities would be kind enough to either 
give him this address or send us full details. Further inform- 
ation and application forms may be obtained from this office 
on request.—I am, etc., 


British Student Tuberculosis Foundation, 


6, Gordon Square, London, W.C.1. NicoLas M Son. 


POINTS FROM LETTERS 


Left-sided Appendicitis 

Mr. C. R. SrrorHer-STEwarRT and Dr. Frances McVey 
(Newcastle-upon-Tyne) write: On May 12 a man aged 44 was 
admitted to our wards with a typical history of acute appendicitis. 
On physical examination there was tenderness in the right and left 
iliac fossae with more tenderness on the right than on the left. 
He was also tender in the suprapubic region. There was no 
tenderness per rectum. The abdomen was opened through a 
muscle-splitting incision in the right iliac fossa. Free fluid 
escaped, but only small bowel presented; the ascending colon 
appeared to extend from the hepatic region to the left pelvis. The 
original wound was closed and a paramedian incision was made. 
A very acutely inflamed appendix was found lying on the left 
side together with the caecum. The interest in this case is four- 
fold, the typical history, the right-sided pain, the incomplete 
rotation of the mid-gut, and the acute inflammation of the organ. 


Dr. A._G. Neweit (St. Leonards-on-Sea) writes: During 56 
years in the exercise of my profession (10 years purely in public 
health service) I have only met with two cases of complete retro- 
version of viscera. One (a woman) had a left femoral hernia, and 
at operation it was found to contain the appendix. The other case 
was clear enough. It does not follow that dextrocardia is neces- 
sarily part of a retroversion of viscera—i.e., it may be alone. .. . 
I have alway known the appendix could vary in length so that it 
can go behind the rectum, across to the left side, or reach up to 
the gall-bladder. . Whatever its length, however, since its 
base is constant to the caecum the pain will naturally be referred 
to the area of the caecum. 


Dr. D. J. CANNON (Kildare, Eire) writes: My interest in Mr. 
Maurice Hershman’s case of left-sided appendicitis (June 21, 
p. 1357) has prompted me to add the following note. A patient, 
aged 12, was sent to me by her doctor on account of central 
abdominal pain and vomiting. The pain was subsequently 
referred to the left iliac fossa. The patient had tenderness and 
rigidity in that region and left-sided rectal tenderness. Pressure 
on the left iliac fossa elicited pain in the right iliac fossa. A 
pre-operative diagnosis of left-sided appendicitis was confirmed 
by laparotomy. .The appendix, which was on the point of perfor- 
ating, was associated with transposition of the caecum. The 
Patient made a satisfactory recovery. 


Dr. C. ALLAN BircuH (Enfield, Middlesex) writes: Transposition 
of the viscera may be overlooked even on an x-ray film of the 
chest, and so any clinical point, however small, may be important 
in a possible case of left-sided appendicitis. Some time ago I 
saw a young man whose left-sided appendix had been removed. 
I could not trace the surgeon and so do not know whether he had 
noted the position of the testes, but the right one was noticeably 
lower than the left. Possibly this obtains in some normal males, 
but, even so, reversal of the position of the testes may perhaps 
be a useful small pointer to transposition of the viscera. The 
point is not mentioned in Blegen’s paper on “ Surgery in Situs 
Inversus * (Ann. Surg., 1949, 129, 244). 


Obituary 








CHARLES READ, F.R.F.P.S., F.D.S.Ed. 


Dr. Charles Read, who had a distinguished career as a 
specialist in Glasgow, died on July 3 at the age of 64. 
His main interests were in radiology and in oral and 
dental surgery. 

Charles Read received his professional education at 
Glasgow, qualifying in dental surgery in 1913 and in 
medicine in 1915. As a student he won many medals 
and prizes, including the John Burns Gold Medal 
awarded to the best student in medicine. In 1922 he 
obtained the Fellowship of the Royal Faculty of Physi- 
cians and Surgeons, Glasgow, and in 1947 was elected 
to its council. In addition he served the Faculty as 
examiner for the diploma and higher qualifications, a 
function which he also carried out as external examiner 
in the University of St. Andrews. As lecturer in radio- 
logy to the Glasgow Dental School and University he 
gave to many generations of students the benefit of his 
experience and was always helpful to those who had 
difficulties in their studies. Last year he was honoured 
by the Royal College of Surgeons of Edinburgh when 
awarded the recently inaugurated Fellowship in Dental 
Surgery. He was twice elected president of the Scottish 
Radiographic Society, and in 1948 he was elected presi- 
dent of the Odonto-Chirurgical Society of Scotland, an 
honour which gave him much happiness and to which 
he lent distinction. 

Read had an early interest in and fundamental know- 
ledge of the development of radiology and radiotherapy. 
From 1918 to 1928 he was senior assistant radiologist 
in the x-ray department of the Glasgow Royal Infirmary, 
and for the last year of his appointment was acting 
chief of the department. He resigned to apply himself 
more closely to dental radiology, in which he was a 
pioneer and acknowledged expert, being probably the 
first to use radiology in dental practice in Scotland. For 
almost 30 years he was on the staff of the Glasgow 
Dental School and Hospital as visiting surgeon and 
radiologist. He founded and organized the x-ray 
department of the hospital—the first of its kind in 
Scotland—and he introduced modern methods and 
equipment which have established it as an outstanding 
department unsurpassed anywhere. He contributed 
many original articles on radiology and_ electro- 
therapeutics and also designed apparatus. 

His surgical experience added much to the developing 
branch of oral surgery, and his services as consultant 
were in demand for the diagnosis and treatment of con- 
ditions requiring special skill and knowledge. A founder 
member of the Oral Surgeons’ Club, he greatly enjoyed 
its meetings at home and abroad. At the last meet- 
ing of the club in April, 1952, in spite of ill-health 
he gave an interesting demonstration of the planigraph 
for body section radiography and stereoscopy. Illus- 
trating the radiographic appearances of surgical diseases 
of the jaws before and after treatment, he revealed his 
unique knowledge, blending radiographic, pathological, 
and surgical experience. 

Combined with a great enthusiasm for the advance- 
ment of knowledge were an unassuming personality and 
sense of humour which made him many friends. He 
was essentially a traditionalist with a great respect for 
knowledge and achievement and became increasingly 
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intolerant of pretension not justified by merit or ability. 
In his early days he often entertained at student and, 
later, professional functions and was an excellent after- 
dinner speaker. His great interest in the theatre made 
him miss but few productions, and he was also a keen 
golfer, a member of the Glasgow Club and of golf sec- 
tions of his professional organizations ; the occasional 
prize or cup rewarded his efforts. 

The profession in Glasgow is the poorer for his un- 
timely end, and a wide circle of patients, friends, and 
colleagues will mourn his death and feel deep sympathy 
with his widow and daughter. Read suffered a great 
loss by the death some years ago of his son, a medical 
student who had inherited his father’s brilliance. 





Many of his friends and colleagues further afield than 
the boundaries of his home county will learn with deep 
regret of the sudden death on May 6 of Dr. Lewis JoHN 
Watkins. At the early age of 54 he had established himself 
not only as an able and considerate doctor but as a pillar 
of the community in which he lived and worked. A native 
of Caerphilly, his first service was to his country, and before 
starting his medical career the first world war saw him on 
active service in the Middle East. After qualifying at 
St. Thomas’s Hospital in 1924 he devoted his energies and 
talents to the life of a family doctor, practising at Bristol 
and Fforestfach before settling down at Pontardawe, 
Glamorgan, on the outskirts of Swansea. Here he worked 
for the remaining 15 years of his life. In the second world 
war he unsparingly served numerous defence organizations ; 
he shouldered also at this time the appointment of medical 
officer of health, in addition to heavy practice commit- 
ments. He was a regular attender at local B.M.A. meet- 
ings, and question time invariably found him first on his 
feet. A natural and fearless speaker, his original humour 
never failed to enliven the evening. Always a keen partici- 
pant in sport, he gave time in his later years to fostering and 
encouraging local clubs. Particularly interested in fishing, 
he was chairman and founder of the Pontardawe Angling 
Society. In 1951, when the West Wales Fishery Board came 
into being. he was appointed a member of it. At the height 
of his ability his untimely death left a profound grief among 
his patients and friends. Their many marks of tribute must 
be no small consolation to his wife. We hope that in her 
grief she may be sustained by the never forgotten memory 
of a very human man with many kindly virtues.—W. S. H. 


Dr. ANDREW ELGIN Hunter, well known in Falkirk and 
the surrounding countryside, died in Falkirk on July 1. He 
studied medicine at Edinburgh, graduating M.B., Ch.B. in 
1901. After spending some time in resident appointments in 
the Edinburgh Royal Infirmary and the East London 
Children’s Hospital he graduated M.D. in 1905. Shortly 
afterwards he came to Falkirk, where he worked for the 
rest of his life. We are indebted to some of his medical 
colleagues for the following appreciation : 


In the passing of Dr. A. E. Hunter, Falkirk loses one of 
its best-loved personalities. All of his patients and all of 
his friends will recall with gratitude his skill, his untold acts 
of kindness, his infinite patience, his courage and self sacri- 
fice, his humour, and his untiring zeal. They will recall with 
sadness the familiar figure on the motor bicycle in all 
weathers and at all hours pursuing his unhurried way, 
bringing help and comfort to his fellows. If a living and 
enduring monument to his memory be necessary, surely it 
must be the Infirmary, for he was the genius of the place. 
From that tentative beginning, 35 years ago, when he under- 
took to act as visiting physician and surgeon for a trial 
period of some months in the old building in Thornhill 
Road, he has watched over its growth and rejoiced in its 
success. How many of his fellow citizens realize that for 
almost 30 years all the emergency surgery of the district was 


performed by Dr. Hunter? One of the greater glories of 
his life was the anonymity of much of that noble work. In 
spite of these heavy calls upon his time and energies he 
never overlooked the urgent claims of his busy private 
practice. During these crowded years he was an inspiring 
teacher to nurse and doctor alike, many of whom have 
earned distinction in their own lives and all of whom remem- 
ber with pride and thankfulness his interest and encourage- 
ment. In the surgical schools of Glasgow and Edinburgh 
his reputation was high and his achievement commended. 
His help as consultant was frequently sought by his 
colleagues in family practice, and he was never too busy 
to answer these requests. When their own families were 
stricken by illness, Dr. Hunter was the valued friend and 
counsellor. His complete absorption in his duty to his 
practice and to his infirmary and to his professional brethren 
left him little time to cultivate outside interests. Only his 
colleagues were permitted on rare occasions to enjoy his 
diverse gifts; and his appearances at the Falkirk and District 
Medical Society were illuminated by grace and wit, choice 
phrase, and speech above the ordinary range. He measured 
his life by the golden rule, a deep unswerving loyalty to the 
ideals of his profession without care fur his own reputation 
or gain, indifferent to popular acclaim or criticism so long 
as his own exalted conception of duty was fulfilled. 





Medico-Legal 








LAW AND THE UNBORN CHILD 
[From Our MEDICO-LEGAL CORRESPONDENT] 


On December 6, 1951, in the case of Woods v. Lancet’ the 
New York Court of Appeals decided that a child which 
had suffered prenatal injuries as a result of an accident to 
his mother during pregnancy caused by the negligence of 
a third party could, after he was born, bring an action for 
damages for regligence against that third party. 

In so deciding by a majority of five to two the Court 
was deliberately overruling a New York decision given in 
1921 to the contrary effect, which had been acted upon ever 
since. The dissenting judges were of opinion that the claim 
could not be maintained at Common Law, and that only 
legislative action could alter the principle which the majority 
was overruling. They further emphasized the difficulty of 
tracing causation from prenatal injury to _ post-natal 
deformity. 

The Common Law of New York and the Common Law 
of England as administered to-day both spring from the 
same origin, and their separate development since the War 
of Independence has produced so few divergences that this 
decision ‘is of considerable interest in England. 

In England there are very few cases which deal with the 
position of the unborn child at Common Law. The child 
“en ventre de sa mére” is regarded as in being for various 
purposes connected with the interpretation of wills and 
the ascertainment of classes of people on whom settled 
property devolves under the rules of equity as adminis- 
tered in the Chancery Courts. It cannot be the subject 
of the Common Law felony of murder, and consequently 
there has had to be created the special statutory crime of 
child destruction. Under the Fatal Accidents Acts the un- 
born child is one of the class of “dependants” on whose 
behalf the executor of someone who has been killed as a 
result of negligence can bring an action for damages against 
the negligent person. 

But there is no case reported in England—as, up till 
December 6, 1951, there had been no case reported in 
New York—in which the unborn child himself had been 
held to be entitled to recover in his own right against the 
negligent person. In an Irish case in 1891 it was held 
that, where a child was injured before birth as a result 





1 New York Times, December 7, 1951 
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of shock to its mother in an accident caused by the negli- 
gence of a railway company, and was injured for life, the 
child after birth could not recover. 

The reason why at Common Law in England the unborn 
child cannot bring an action for damages, and cannot be 
murdered, is that until birth it is not recognized as having 
an existence separate from that of its mother. In an action 
for damages for negligence the plaintiff has to prove that 
there was a duty to take reasonable care owed to him, that 
the duty has been broken, and that as a result he has suffered 
damage. There cannot be a duty at Common Law owed 
to someone who, in the eye of the Common Law, does not 
exist. 

In the English courts there is little doubt that this prob- 
lem would be answered in the way in which it was answered 
by the minority judges in the New York Court of Appeals, 
and that in England only legislative action can confer upon 
the unborn child the right recognized by the majority in 
Woods v. Lancet. 





CLAIM AGAINST PHYSIOTHERAPIST 
DISMISSED 


[FRoM OuR MEDICO-LEGAL CORRESPONDENT] 


A woman patient last year brought an action! for £100 
damages against a physiotherapist at the Lagan Valley 
Hospital, Lisburn, and against the Northern Ireland Hospi- 
tals Authority. She alleged that she had suffered burns 
and other injuries as a result of negligent treatment by the 
physiotherapist, and claimed against the authority as being 
vicariously responsible for the physiotherapist’s alleged 
negligence. 

The patient’s arm was treated by the application of rubber 
pads containing coils. She was warned that if her arm 
became too warm she was to tell the physiotherapist. Up 
to 10 or 15 minutes for a first treatment was safe; it 
depended on the patient saying when the heat became un- 
comfortable, as there was no visual sign to indicate when 
that stage was reached. The patient called her after some 
10 minutes. The physiotherapist adjusted the machine and 
soon afterwards removed the pads. The patient noticed 
blisters on her arm when going to bed that night, and the 
doctor who treated her said that there would be a permanent 
scar. 

In dismissing the action Judge Johnston said that the onus 
was on the patient to satisfy him that she had not been 
properly treated by the physiotherapist, or that the machine 
was faulty. He did not think she had discharged that onus. 


Comment 


If he had found that the physiotherapist had been negli- 
gent, the authority, as her employer, would have been vicari- 
ously liable for that negligence, on the principles discussed 
previously in these columns.” 





1 The Northern Whig, September 25, 1951. 
2 British Medical Journal, March 3, 1951, p. 480. 





Medical Notes in Parliament 








HYPNOTISM BILL 


Lord HapEN GuEST on July 10 moved in the House of Lords 
the second reading of the Hypnotism Bill. He said that 
the hypnotizing of young people for purposes of entertain- 
ment was forbidden entirely by the Bill. The Bill contained 
nothing to prevent the use of hypnotism for scientific or 
research purposes. Lord Haden Guest said that hypnotism 
should only be undertaken by people who knew how to 
remove the suggestions made during the hypnotic condition. 

Lord WEBB-JOHNSON said the Bill was most desirable, and 
he hoped it would soon be on the Statute Book. 


Lord READING, replying for the Government, said he saw 
no objection to the Bill in its present form. The precau- 
tionary steps laid down in the Bill seemed desirable. The 
Bill was read the second time. 


¢ Fluorine in Water 


Mr. IAIN MACLEOD reported on July 9 that the members 
of the mission which had visited the United States of America 
to examine American investigations into fluorine in water 
were Miss Jean Forrest, dental officer, Ministry of Health ; 
Dr. J. Longwell, Government Chemist’s Department; Pro- 
fessor H. H. Stones, Dental Research Committee, Medical 
Research Council ; and Dr. Allan Macbeth Thompson, Nutri- 
tion Research Team, Department of Midwifery, University 
of Aberdeen. The question of publication would be con- 
sidered when he had received the mission’s report. 


Prescription Charges Again 

Mr. MICHAEL STEWART raised on July 11 problems arising 
out of the administration of the regulations dealing with 
charges on prescriptions under the National Health Service. 
He asked whether the prescription charges seemed to be 
causing a reduction in the number of prescriptions. 

Miss P. HornsBy-SMITH said there was exemption in the 
out-patient departments for people who could produce a war 
pensions book or a National Assistance Board book, and 
whose card or prescription was stamped “ exempted.” Three 
large hospitals in congested areas, the London Hospital, the 
Hammersmith Hospital, and the Royal Free Hospital, had 
given information to the Ministry of Health. Up to July 10 
the London Hospital had no case of a patient in the out- 
patient department being unable to pay Is. In the Ham- 
mersmith Hospital there had been one, and the hospital 
paid from the Samaritan Fund. In the Royal Free Hospital 
there had not been a single case. A recent check had shown 
that only 16 out of 23,000 prescriptions cost the National 
Health Service under a shilling. These all cost 11d. or more, 
so the “ cheating ” of the patients was infinitesimal. Obviously 


_ a patient who wanted only a bandage would pay across the 


counter for it. There had been a small increase in quantities 
prescribed, but she would not say that this was permanent. 
People chronically sick were usually in-patients and got 
medicine free. So far as the Ministry had been able to 
assess there had been under 15% falling off in prescriptions. 
Miss Hornsby-Smith added that Mr. Macleod was ready to 
investigate the circumstances of any hospital management 
committee which found that the difficulties arose which 
Mr. Stewart had suggested. 
The discussion -then closed. 





: Universities and Colleges 








UNIVERSITY OF OXFORD 


On June 26 the degree of D.M. was conferred on R. H. Cowdell 
and H. J. F. Cairns (in absence). 


UNIVERSITY OF CAMBRIDGE 


The following candidates have been approved at the examination 
indicated : 


Fina M.B.—Old Regulations: Part 1, Surgery, Midwifery, and 
Gynaecology: 1. S. Lister, I. A. Stewart, A. E. Wagstaff. New 
Regulations: Part II, Principles and Practice of Physic, Surgery, 
Midwifery, and Gynaecology: }*C. W. M. Adams, *D. M. E. 
Allan, '?*P. G. Allen, ?J. D. C. Anderson, ' ?*N. W. Ashworth, 
5M. A. Baddoo, '?°L. P. Balfour-Lynn, *P. A. J. Ball, ?*R. 
Baxter, ‘A. W. Beard, '*D. W. K. Bird, }?*M. H. H. Bishop, 
*23Mrs. N. L. Blackwell, '*G. M. P. Boyes, *M. J. Boyle, 
?23J_E. Brett, '?°H. G. Britton, 7B. W. Broadhurst, 'D. Bryant, 
°G. M. B. Bulman, 'N. V. D. Bunker, '7N. P. Burns, '*D. A. P. 
Burton, '?*T. F. Bushby, 'A. R. Butterfield, *>*°G. R. C. 
Campion, '?*S. M. Cannicott, *H. Caplan, 7J. B. Chapman, 
2H. S. Chen, *?*°B. Chester, 'W. J. Colbeck, *?*R. R. A. 
Coles, 'C. E. T. Cones, ??*°A. S. Cooper, *?*B. R. Corbin, 
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2323p. F. A. Crawshaw, '?°R. C. Curry, '?°R. G. Daniels, 
1J. G. Davies, ‘J. I. W. Davies, 'R. J. L. Davis, ‘R. H. Davison, 
‘P. J. Dawson, ‘P. F. Dixon, '*A. B. Donnison, ?*E. M. 
Douglas, '?*I. C. Dow, '**M. Dulake, '?*A. V. Dunlop, 
123J. H. Edwards, ‘J. R. Edwards, ‘J. N. T. Evans, 'A. Fairley, 
1233. A. Fiddian, *S. J. Fisher, *R. T. D. FitzGerald, ‘J. R. 
Flury, ?°R. D. France, ?*Mrs. H. French, *?*O. H. french, 
2N. Gee, '?°I. M. Glynn, 7A. M. B. Golding, ' 7 *R. Goldsmith, 
*°B. G. Gradwell, ?°*R. K. Greenwood, ' 7A. N. Griffith, * ? *P. 
Griffiths, *H. F. Grundy, *E. Hainsworth, '?*T. Hall, *?*R. 
Harrison, 'D. S. Harry, 7R. D. Hernaman-Johnson, 7E. P. Hilary- 
Jones, '?*A. L. Hilton, 7C. B. Hobbs, 7V. M. C. B. P. Hollyhock, 
1B. L. Hoskyns, *R. J. Hutchinson, '?*J. Innes, '*B. S. Jay, 
123P. S. Jeffery, ‘J. M. A. Jepps, ‘J. H. Jones, '‘D. H. Kay, 
138A, McL. Keil, ?°J. R. Kirkup, '?°E. I. Kohorn, *?°J. S. 
Lewis, '?H. E. Lichtenstein, ‘J. Liddell, '?*J. S. H. Lodge, 
*A, B. Lowther, 'P. J. Lyne, 7 °J. M. S. McCoy, 7J. A. McHardy, 
1P. J. McQuade, '?*R. Mangnall, '?*R. J. Mather, '*G. G. 
Matthews, ' ?P. L. Maybury, ' ?*M. K. Mead, 'J. McM. Mennell, 
'G. C. Metcalfe, '*K. F. Morrice, '?T. M. O. Morris, '?*J. F. 
Newcombe, 'H. Nichol, '?*R. C. Norton, '?7M. T. O’Donnell, 
2J, O. Ojukwu, 7D. N. H. Owen, !?*W. N. B. Parker, ' 7J. F. 
Preece, '*P. M. H. Rack, '*G. L. S. Rankin, ?*C. Rashbass, 
°T. W. Rayner, 'P. S. Reay-Young, 'J. D. Richardson, ' ?*J. M. 
Rigg, *T. L. Ringrose, ' ?*J. H. Robson, '?*R. W. Ross Russell, 
13V. Sarma, '*G. Screech, ‘J. H. Sewart, '?°C. A. Sharples, 
123H, J. Shimmin, 'M. P. Siddons, '?*J. M. Simister, } ? °F. V. 
Simpson, ‘J. D. H. Slater, '*I. F. Smith, '?*R. L. Smith, 
123R, J. Spray, *N. A. Subedar, '?*J. H. Swallow, '?*D. G. 
Thomas, *H. T. Thomas, 'M. L. Thomas, 'M. C. Thornton, 
'D. H. Trapnell, '*D. S. Trouton, **J. A. M. Tudor-Hart, 
"R. M. Turner, 7B. V. Tyman, * 7?*K. M. Underwood, * ?°G. I. 
Verney, ?*D. G. D. Vint, **A. W. Warltier, *C. M. R. Warner, 
'R. F. Warnock, '?°M. F. R. Waters, 'O. H. Watkins, ' ? °J. 
Watson-Farrar, '?P. A. Watt, * *I. Weinbren, ' ?7*F. L. Whalley, 
1233. S. H. Whitehead, '?*E. Wilkes, *E. A. Wilson, '?*J. O. 
Winter, ‘D. Wise, 7*R. E. Wolfendale, *S. M. Worrall. Old 
Regulations: Part I], Principles and Practice of Physic, Pathology, 
and Pharmacology: M. D. Heyman, J. E. Phillips, J. W. M. 
Stone, D. M. Surrey Dane. New Regulations: Part I, Pathology 
and Pharmacology: D. M. E. Allan, R. E. C. Altounyan, J. D. C. 
Anderson, N. W. Ashworth, P. A. J. Ball, A. J. F. Barratt, 
W. M. Beatley, J. S. Bland, C. J. Booth, B. W. Broadhurst, 
D. Bryant, G. M. B. Bulman, A. R. Butterfield, H. Caplan, 
H. S. Chen, B. Chester, J. Cocker, W. J. Colbeck, C. E. T. 
Cones, P. F. A. Crawshaw, R. G. Daniels, J. G. Davies, J. I. W. 
Davies, R. J. L. Davis, R. H. Davison, P. J. Dawson, E. M. 
Douglas, I. C. Dow, A. V. Dunlop, W. Eade, J. R. Edwards, 
J. N. T. Evans, A. Fairley, J. Fairley, J. R. Flury, D. B. Fox, 
H. W. S. Francis, A. M. B. Golding, J. M. S. Grieve, P. Griffiths, 
E. Hainsworth, D. Harrett, R. J. H. Harris, L. B. P. Hartley, 
R. D. Hernaman-Johnson, A. F. Hignell, V. M. C. B. P. 
Hollyhock, R. J. Hutchinson, J. M. A. Jepps, J. H. Jones, D. H. 
Kay, J. H. Kerr, J. R. Kirkup, J. S. Lewis, H. E. Lichtenstein, 
J. Liddell, A. B. Lowther, P. J. Lyne, P. J. McQuade, M. C. G. 
Mantell, M. K. Mead, G. C. Metcalfe, H. Nichol, R. C. Norton, 
M. T. O’Donnell, P. S. Reay-Young, J. H. Robson, R. D. W. 
Romanis, W. A. G. Roper, R. Routledge, C. S. Savage, T. L. 
Scully, G. M. Shaw, M. P. Siddons, E. P. Simkin, J. D. H. 
Slater, G. W. Smallcombe, I. F. Smith, C. M. Stafford, R. M. 
Standish-White, D. G. Thomas, M. L. Thomas, M. C. Thornton, 
D. H. Trapnell, B. G. S. F. Vergano, H. C. M. Walton, A. W. 
Warltier, R. F. Warnock, O. H. Watkins, E. Wilkes, W. G. 
Williams, E. A. Wilson, D. Wise, R. E. Wolfendale, S. M. 
Worrall. 

1Passed in principles and practice of physic. *Passed in surgery. 

*Passed in midwifery and gynaecology. 


UNIVERSITY OF ST. ANDREWS 
The following candidates have been approved at the examinations 
indicated : 

M.D.—*D. G. Adamson, *J. M. Johnstone. 

M.B., Cu.B.—*W. N. Laing, *I. R. McLellan, *J. H. Margeri- 
son, *A. J. Mutch, *G. M. Ross, *R: B. Skeoch, *G. C. Winch, 
J. T. Allardice, J. Anderson, B. Ashworth, C. E. Ballance, D. A. 
Barbour, R. Bibby, J. M. C. Bisset, J. Boswell, Elizabeth H. 
Brown, J. R. W. Bryce, R. Cable, E. A. Cameron, A. A. 
Campbell, J. Carnegie, Elizabeth F. H. Clarke, Helen P. 
Cochrane, F. C. Crowe, W. S. Cunningham, W. J. Dally, Joan C. 
Davey, J. D. Denison, Anne C. Donald, F. H. Doyle, Audrey 
V. E. Duthie, J. M. Eaton-Turner, D. R. Edmiston, T. R. Elder, 
Flora M. L. Emery, J. S. Garrow, J. L. Graham, R. W. Hender- 
son, G. W. Johnston, C. King, Anne G. Lacey, J. G. D. Laing, 
J. M. Langlands, D. M. Lindsay, R. W. D. Low, Rosaleen Lynch, 


McLeod, J. R. Marshall, Helen Menzies, Grizel M. B. Patrick, 

P. J. Pearce, N. T. Piercy, Fay M. Rennie, R. Robertson, H. H. 

Robinson, H. S. Ross, Marion M. T. Roy, J. Sinclair, R. F. 

Stark, W. B. Steel, M. Steele, Marjory Stewart, M. K. Thompson, 

W. Turner, G. M. J. White, D. L. Whitton, R. W. Wright. 
*With commendation. 


UNIVERSITY OF ABERDEEN 
At a graduation ceremony on July 3 the following degrees were 
conferred : 

Pu.D.—P. G. Walker, M.B., Ch.B. 

M.D.—R. Semple (with commendation), 
Jean M. Sheach. 

M.B., Cu.B.—I. H. Anderson, A. D. Calder, G. Cassie, A. G. 
Chisholm, T. J. Crowley, A. R. Dow, Alison H. Edwards 
(formerly Hewett), P. Harvey, A. H. Innes, N. D. Innes, T. I. 
Kemp, J. H. Lewis, K. L. Lipp, G. B. McCutcheon, A. M. 
Macleod, A. Morrison, D. Ruddiman, A. R. L. Russell, 
R. A. W. C. Smith, W. J. M. Stewart, D. J. W. Sutherland, I. R. 
Swanson, J. G. Weir. 

On July 4 the honorary degree of LL.D. was conferred on 
Colonel Henry Edward Shortt, M.D., F.R.S., Professor of 
Medical Protozoology in the University of London and Head 
of the Department of Parasitology at the London School of 
Hygiene and Tropical Medicine, and on David Landsborough 
Thomson, Ph.D., F.R.S., Professor of Biochemistry in McGill 
University, Montreal, since 1937. 


UNIVERSITY OF DUBLIN 


On July 3 the honorary degree of Sc.D. was conferred on 
Dr. Ralph Terence St. John-Brooks, former secretary-general of 
the [nternational Association of Microbiologists, and the 
honorary degree of LL.D. on Professor David Campbell, Regius 
Professor of Materia Medica and Therapeutics in the University 
of Aberdeen and President of the General Medical Council. 

The following medical degrees and diploma also were 
conferred : 

M.D.—G. L. Daly, P. G. Daly, D. F. Doherty, M. B. Flanagan, 
J. R. Hassard, T. B. Madden, P. R. Oliver, J. S. Ruddell, S. B. 
Sachs. : 

M.Cu.—W. G. Fegan. 

M.B., B.Cu., B.A.O.—E. T. Baldwin, Colette A. Barouch, E. G. 
Bennet, Mary E. Bewley, G. J. Bigley, R. C. P. Bradley, Fodla 
B. K. Burnell, G. A. H. Cookson, Lois R. Davidson, R. J. 
Draper, I. A. Eppel, Noreen M. H. Evans, S. S. Faloon, B. W. 
Fisher, P. Froggatt, J. H. van R. Hofmeyr, J. Hunter, Eunice 
Hurworth, H. Q. Hutchings, Janet B. Hyde, W. T. Irwin, 
H. R. B. Jack, C. Kennedy, G. King, H. G. Knox, B. F. St. L. 
Liddy, G. S. McCarthy, Elisabeth M. McNab, R. W. Mitchell, O. 
Olumide, Freda M. E. Parker, Barbara W. M. Partridge, W. J. C. 
Pearson, A. F. C. Scott, J. A. Scully, R. B. S. Smith, A. A. 
Sugerman, T. E. W. Winckworth, Mary V. Young, R. F. 
Hutchings (in absentia). 

DIPLOMA IN GYNAECOLOGY AND OBsTETRICS.—A. Azzam. 

At Trinity College, Dublin, on July 10, the honorary degree 
of M.D. was conferred on Dr. H. A. Clegg, Editor of the 
British Medical Journal, and on Dr. E. A. Gregg, Chairman of 
Council of the British Medical Association, and the honorary 
degree of LL.D. was conferred on Dr. P. T. J. O’Farrell, President 
of the British Medical Association. 


UNIVERSITY OF DURHAM 


Congregations were held on June 27 and 28, when the following 
medical degrees were conferred : 

M.D.—M. M. Martin, W. A. Brown, L. W. Carstairs, W. P. 
Haigh, A. Russell, C. B. S. Schofield, J. N. Walton, P. D. G. V. 
Whittingham. 

M.B., B.S.—D. H. Blake, D. W. Braithwaite, Ann K. Brough, 
W. Brough, Betty E. Cowling, K. Davison, D. Elliott, J. S. 
Etherington, A. D. W. Farmer, F. Johnson, J. C. King, C. F. R. 
Mallett, T. J. Mallinson, Betty M. Moody, G. H. E. L. Morpeth, 
J. Mulroy, R. W. Newmark, N. C. C. Nielsen, K. Schapira, T. 
Scratcherd, A. Shaw, R. H. Shields, L. K. Simango, Mary E. A. 
Still, T. R. Thompson, R. W. Thomson, D. Walker, N. V. 
Wilkinson, G. F. G. Woodman, Joan Yell, P. R. Bachrich, A. L. 
Bass, A. R. Bird, A. T. Burdon, D. W. Cammock, W. A. Colling, 
L. P. Coulson, Margaret L. Coulson, A. Coxon, A. J. Coyer, 
Doreen L. P. Dias, W. Dickson, R. Dingley, P. G. Fawcett, W. T. 
Fothergill, June E. Heslop, J. Ivory, G. S. Jeans, M. H. Kemp, 
P. E. Kilby, Elsa Little, H. A. McClelland, J. F. S. T. McClory, P. 
McElhatton, J. McKinlay, I. R. Macleod, R. A. Middleton, D. G. 
Millar, S. J. O’Donnell, T. W. Parkinson, I. B. Porteous, J. 
Richardson, Patricia J. Saunders, A. J. Smith, K. D. Stephenson. 


Bessie C. Laing, 


Lena M. MacBean, H. W. McFarlane, J. B. MacGillivray, N. M. S. J. Tuszewski, F. A. Tyce, R. Veeder, M. O. Wadde!l, 
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Elizabeth A. Waterhouse, Ann C. Wilby, Enid M. Young, *D. D. 

Brown, *J. Brotherton, Elizabeth Jennings, J. H. Morrison, 

Elizabeth R. M. Rowell, G. A. Stirling, Isabelle M. Thompson. 
*In absence. 


UNIVERSITY OF LONDON 


Sir Francis Fraser has been co-opted a member of the Senate, 
and Mr. P. H. Mitchiner has been reappointed as the repre- 
sentative of medicine on the Senate, both for the period 1952-6. 

Dr. Paul Russell, of the Rockefeller Foundation, has been 
appointed Heath Clark Lecturer for 1953. 

The following have been appointed or nominated for appoint- 
ment or reappointment as the representatives of the university on 
the governing bodies indicated in parentheses: Dr. C. E. Newman 
(West London Hospital Medical School) ; Dr. G. W. Heckels 
(Epsom County School for Boys and Rosebery County School for 
Girls, Epsom); Dr. Audrey Z. Baker (Nonsuch County School 
for Girls, Cheam). 

Professor W. J. Hamilton has been appointed, until further 
order, the representative of the Board of Preclinical Studies on the 
Special Advisory Board in Postgraduate Medical Studies. 

Dr. F. C. Wilkinson, Dean and Director of Studies of the 
Institute of Dental Surgery, has been recognized as a teacher of 
dental surgery of the University at the Institute of Dental 
Surgery. 

W. T. Whitby, M.B., B.S., has been approved at the examina- 
tion for the degree of LL.B. 

Mr. P. H. Mitchiner has been reappointed Deputy Vice- 
Chancellor for the year 1952-3. 

Dr. C. F. Harris has been elected Dean of the Faculty of 
Medicine for 1952-4. 

Dr. J. R. Napier, Lecturer in Anatomy at St. Thomas’s 
Hospital Medical School, has been appointed to the University 
Readership in Anatomy tenable at the Royal Free Hospital School 
of Medicine, from October 1. 

A. W. Woodruff, M.D., Ph.D., M.R.C.P., D.T.M.&H., has been 
appointed to the Wellcome Chair of Clinical Tropical Medicine 
at the London School of Hygiene and Tropical Medicine. Dr. 
Woodruff qualified at Durham in 1939. During the war he served 
with the R.A.F.V.R., and since then has published several papers, 
including two in the Journal. 

Eric Neil, M.D., Senior Lecturer in Physiology at Middlesex 
Hospital Medical School, has been appointed to the University 
Readership in Physiology tenable at Middlesex Hospital Medical 
School. 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examinations 
indicated : 

Fina M.B., Cu.B.—Old Regulations: Barbara M. Benson. 
New Regulations: W. M. C. Allen, I. S. Bailey (with honours 
and distinction in medicine and surgery), S. B. de C. Baker, J. G. 
Bancroft, Margaret E. Bennett, A. D. Bostock, C. Burns, L. J. 
Chadwick, D. Clynes, J. R. Coope, A. B. Cooper, D. R. Dodsley, 
H. J. Done, B. Dudley, F. B. Eyres, Joyce A. Fiddick, P. V. 
Fitton, J. D. Fletcher, P. Griffiths, L. Grimshaw, J. A. M. 
Henderson, R. F. Heys, Joyce H8ugie, E. Howarth, Helena E. 
Hughes, Mary I. J. Hughes, G. C. Jackson, J. B. Jacovelli, 
C. H. St. J. James, H. B. Kedward, J. H. Kemp, I. M. Kendal, 
B. W. Laithwaite, A. B. Lishman, Jean M. Lumb, Dorothy J. 
Marsden, C. N. Matthews, P. Mawdsley, D. Millington, R. G. 
Mitchell, Marjorie Naylor, Joyce Newman, J. T. Newton, D. P. 
Oakley, T. E. Ormerod, J. F. Patrick, J. R. Raby, D. Robinson, 
Audrey Ross, J. G. Searle, J. J. Shepherd, G. Taylor, G. W. 
Taylor, Shei!a A. S. Thompson, L. Turner, E. G. O’H. Warburton, 
R. Welton, R. Whitaker, J. White, J. A. Wright, Joan P. Wright. 


UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at the examinations 
indicated : 

M.D.—N. J. Gourdji, Helen T. Morgan, G. R. Wadsworth, 
D. C. Watson, A. S. Whitehead. 

Cu.M.—D. Annis, R. Brearley, T. L. Schofield, L. F. Tinkler. 

M.B., CH.B.—'***D. W. B. Woolven, #°R. J. Fallon, 
? “Irene M. Irving, ?“W. G. Lamberd, Margaret M. Ashcroft, 
A. C. Beeby, F. Berry, A. S. Binnie, J. S. Birch, Elizabeth 
Bownass, N. H. Brodie, J. M. Brown, J. W. Brown, T. Bury, 
E. P. Carrigan, D. A. P. Cooke, W. E. Cooper, G. Corney, 
Enid C. Davies, J. C. Denmark, A. J. Entwistle, R. H. Fitzgerald, 
W. D. Fitzsimons, Mary I. Gibbons, A. E. Goctzee, L. V. Gould, 
K. Grainger, P. W. Green, S. J. Hargreaves. F. B. Hartley, 
Margaret J. Hellaby, N. St. J. Hennessey, Barbara M. Hitch, 
S. H. Hoddes, J. Hogan, R. P. Hoskinson, E. M. Hughes, G. 
Ingram, Brenda Jones, Winifred E. Jones. P. P. Keith, Joan 
Knowles, A. M. Laylee, D. G. G. McLeish, Maureen E. Murphy, 


A. Nixon, G. Park, F. P. Peach, G. C. S. Roberts, V. Rogers, 
H. G. Row, A. Sandieson, A. C. Saunders, S. J. Surtees, T. E. 
Tasker, P. G. Vivian, E. S. Watkins, W. A. Weston, A. H. Wilde, 
Mary P. K. Williams, P. H. Wright. 

Passed in separate subjects: G. Alun Roberts, C. Gregory, 
L. A. Guile, L. A. Nettleton, W. G. W. Parry, N. Wignall, J. D. 
Wright (surgery and obstetrics and gynaecology); Ursula M. 
Anderson, R. D. Jones, J. B. Kenyon, Madge Yates (medicine 
and surgery); S. R. Bennett, Margaret T. Brash, I. Miller, T. D. 
Thomas, Margaret M. Williams (medicine and obstetrics and 
gynaecology). 

D.P.H.—M. S. Boparai, D. Brahott, J. L. Cotton, Angelika 
Haider, Hla Han, N. A. V. Israngura, N. N. Kanyarutoke, A. R. 
Kennedy, E. Lufti, Lillie L. Munro, R. C. O’Grady, W. H. 
Parry, E. F. W. Richards, T. A. J. Thorpe, K. O. Torgersen, P. H. 
Waage. ' 

DipLoMa IN RADIOLOGY (RADIO-DIAGNOSIS).—F. G. Anderson, 
W. E. C. Astle, E. Walker, J. K. Walker. 

1With first-class honours. *With second-class honours. *Dis- 
tinction in medicine. ‘Distinction in surgery. .*Distinction in 
obstetrics and gynaecology. 


UNIVERSITY OF SHEFFIELD 


At a Congregation held on June 28 the following medical degrees 
were conferred : 

M.B., Cu.B.—R. M. Atkinson, K. C. A. Y. Baldwin, J. Banner, 
A. L. Bloom, R. L. Bojankiewicz, H. W. Chambers, Kathleen H. 
Chrispin, Marjorie Clifton, J. B. Cole, M. B. Collins, G. A. 
Fieldsend, K. B. Holloway, G. G. Imrie, R. S. Johnstone, 
H. McP. Kidd, P. B. Lambert, F. Lees, F. W. Leigh, F. Lothe, 
M. Malden, J. D. Parry, Frances B. Penny, N. E. Pitts, 
Shelagh M. Richards, D. W. M. Rolfe, N. E. Shaw, Mary L. 
Stewart, Sylvia H. Swift, F. G. Thorpe, D. Tingle, I. J. Waite, 
I. A. Wood, J. K. Young, S. S. Young. 


NATIONAL UNIVERSITY OF IRELAND 


A number of honorary degrees were conferred on July 8. Among 
the recipients were the following members of the medical 
profession. 

LL.D.—Professor E. P. McLoughlin and Dr. A. W. S. Sichel, 
Immediate Past-President of the British Medical Association. 

D.Lit.—Mr. William Doolin, Editor of the Irish Journal of 
Medical Science. 

D.Sc.—Sir Henry Cohen, Past President of the British Medical 
Association (conferred in absentia) and Sir John Parkinson. - 

M.D.—Dr. P. J. Delaney, Secretary, Irish Medical Association, 
Sir Stewart Duke-Elder, Sir John William McNee, and Dr. Angus 
Macrae, Secretary, British Medical Association. 

M.D.S.—Professor J. P. Walsh, D.D.Sc., M.B., B.S., F.D.S., 
Director of Otago University Dental School. 


UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examination 
indicated : 

Finat M.B., Cu.B.—N. G. Sanerkin (with second-class 
honours), F. J. Appelbe, K. B. Arney, W. M. Baggott, B. G. 
Bennett, June M. Brown, N. J. Cobb, B. J. F. Coles, B. Colston, 
P. A. Crook, W. J. P. Duff, K. W. Edmondson, K. J. R. Fawcett, 
*E. C. Gawthorn, D. J. Gear, E. P.*Hamblett, G. L. Higgins, 
Audrey V. Hooper, *M. E. Jackman, J. W. Jenkins, A. F. Jordan, 
Marguerite A. R. King, Pearl D. Laxton, Joan I. Light, B. 
Livesey, G. P. Lowther, *Sheila A. Martyn, A. B. Otlet, Alison 
W. Prowse, R. A. Sellwood, G. H. Wood, D. E. Worsley. In 
Group I completing the examination: Helena B. M. Bailey, 
S. H. Brown, A. G. Walker. In Group I only: T. D. Richards. 
In Group II only: Jean M. Claremont, J. P. Dymoke, H. A. P. 
Walker. 

*With distinction in obstetrics. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


On July 3 Sir Clement Price Thomas, Mr. C. Naunton Morgan, 
and Mr. Hedley Atkins were elected members of the Council of 
the College. The result of the poll was as follows: 
Elected ‘ Votes 
Sir Clement Price Thomas (Westminster Hospital) .. 826 
Clifford Naunton Morgan (St. Bartholomew's Hospital) 770 
Hedley John Barnard Atkins (Guy’s Hospital) .. — 
In all 1,988 Fellows voted; in addition 25 votes were found to 
be invalid. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


On June 26 Sir Russell Brain, President of the Royal College of 
Physicians of London, was admitted to the Honorary Fellowship 
of the Royal College of Physicians of Ireland. 
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The following candidates were duly admitted Licentiates in 
Medicine and Midwifery on June 27, having passed the final 
examination in medicine, surgery, and midwifery of the Conjoint 
Board of Ireland: E. St. G. Anderson, K. A. Barrett, J. Biggins, 
M. C. Botha, N. R. O’C. Brennan, Nora E. Casey, L. J. Conway, 
D. J. Daly, K. E. Dewhurst, R. G. Fricker, Ellen C. Geraghty, 
J. H. Gower, Aileen G. Grant, S. Gray, H. C. Henry, J. G. N. 
Lagan, L. Levy, Joan E. Mackey, Joyce W. Malcolm, A. A. 
Marinho, J. G. Muldoon, Kathleen M. McManus, Kathleen M. 
McNamara, J. O. P. Noonan, M. A. Okupe, F. W. Quilty, R. J. 
Regan, J. M. Rennie, E. Rogan, Celia D. Thomas, J. N. Udom, 
Veronica Whitty, J. J. Wilson. 


ROYAL COLLEGE OF SURGEONS IN IRELAND 


At a meeting of the College held on Jifne 3 Mr. M. P. Burke was 
elected president and Mr. Ian Fraser vice-president. 

On June 12 the Fellowship of the College was conferred on 
C. J. McCormack, J. B. P. Scarisbrick, and F. J. Ward. 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


On July 8 the President, Dr. T. O. Graham, conferred the 
Honorary Fellowship of the Academy on Dr. C. S. Hallpike, aural 
physician and director of the otological research unit of the 
Medical Research Council, National Hospital, Queen Square, 
London, in recognition of his outstanding contributions to 
otology. The conferment took place at the President’s home in 
Dublin, at a garden party which was attended by some 450 guests, 
most of whom were in Dublin for the Joint Annual Meeting of 
the British Medical Association and the Irish Medical Association. 





Vital Statistics 








Infectious Diseases 


In England and Wales during the week ending July 28 noti- 
fications increased for measles 558 and scarlet fever 144; a 
decrease was reported for whooping-cough 129. 

The largest rises in the number of notifications of measles 
were Lancashire 148, Yorkshire West Riding 124, Essex 97, 
and London 75. Only small variations occurred in the 
local trends of scarlet fever. The largest fluctuations in the 
returns of whooping-cough were an increase of 47 in Staf- 
fordshire and a decrease of 40 in Durham. The number 
of notifications of diphtheria was 10 more than in the pre- 
ceding week, mainly because of a rise of 7 in Lancashire. 
The largest centres of diphtheria were Birkenhead C.B. 4, 
Liverpool C.B. 4, and Manchester C.B. 4. 

The number of notifications of paratyphoid fever declined 
by 19 during the week. The outbreak of paratyphoid fever 
in Wales persisted, and 10 further cases were notified in 
Glamorganshire. These,cases were spread over 10 adminis- 
trative areas of the county. 

Notifications of acute poliomyelitis were 9 more for para- 
lytic and 13 more for non-paralytic cases than in the pre- 
ceding week. The chief centres of infection were Durham 
22 (Gateshead C.B. 8, Felling U.D. 6, Chester-le-Street R.D. 
2), London 10 (Wandsworth 3, Woolwich 3, Lambeth 2), 
Lancashire 7 (Liverpool C.B. 2, Manchester C.B. 2), North- 
umberland 5 (Newcastle-upon-Tyne C.B. 3, Longbenton 
U.D. 2), and Middlesex 5 (Ealing M.B. 3). 

For the fourth consecutive week the number of notifica- 
tions of dysentery declined. There were 10 fewer than in 
the preceding week. The largest returns during the week 
were London 34 (Chelsea 8, Lewisham 7) and Lancashire 21 
(Liverpool C.B. 8). No case of dysentery was notified in 
Norwich C.B. for the first week since last November. The 
outbreak in this city began during the week ending Novem- 
ber 24 with 25 notifications and rose to its maximum of 
200 cases during the week ending December 8. The inci- 
dence then fell, and 31 cases were notified during the week 
ending January 12, but a rise to a secondary peak of 83 
occurred during the week ending February 9. Altogether 
1,347 cases of dysentery have been notified in Norwich 
during the past seven months. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1943-51 are shown thus ------- , the figures for 1952 
thus Except for the curves showing notifica- 
tions in 1952, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Week Ending July 5 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,036, 
whooping-cough 2,344, diphtheria 30, measles 6,720, acute 
pneumonia 314, acute poliomyelitis 86, dysentery 180, para- 
typhoid fever 21, and typhoid fever 2. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending June 28 (No. 26) 
and corresponding week 1951. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Iceland, and the Department of Health of Eire. 
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* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 


The Services 








The Queen has approved the reappointment with effect from 
February 6, 1952, of the following officers who held similar 
appointments under the late King George VI: As Honorary 
Physicians.—Air Vice-Marshal (Acting Air Marshal) J. MacC. 
Kilpatrick, C.B., O.B.E., and Air Commodores R. H. Stanbridge, 
O.B.E., F. E. Lipscomb, and C. A. Rumball, O.B.E. As Honor- 
ary Surgeons.—Air Vice-Marshals W. E. Barnes, C.B.E., and 


°E. D. D. Dickson, C.B.E., and Air Commodores J. C. Neely, 


C.B.E., and F. W. P. Dixon, M.B.E. } 

A Supplement to the London Gazette has announced the 
following awards: 

First, Second, Third, and Fourth Clasps to the Territorial 
Efficiency Decoration.—Honorary Brigadier L. McI. Weeks, M.C., 
T.D., and Colonel R. Errington, C.B.E., M.C., T.D., R.A.M.C., 
retired. 

Second Clasp to the Territorial Efficiency Decoration.—Maijors 
C. K. D. Eawards, T.D., and T. T. S. Hall, M.B.E., T.D., 
R.A.M.C. 

First Clasp to the Territorial Efficiency Decoration—Majors 
S. Freeman, T.D., A. H. M. Richards, T.D., and G. W. Thomas, 
T.D., R.A.M.C. 

Territorial Efficiency Decoration and First Clasp.—Majors H. J. 
Bell, W. T. E. Blackmore, and J. E. Wells, R.A.M.C. 

Territorial Efficiency Decoration.—Major (Honorary Lieuten- 
ant-Colonel) C. W. Gordon and Captain (Honorary Major) C. H. 
Davies, R.A.M.C. 


Medical News 


Annual Report of the Medical Research Council.—The 
Medical Research Council’s report for the year 1950-1 was 
published this week. As usual, this contains a survey of 
all the research that is being carried out under the auspices 
of the Council, in addition to some detailed discussion of 
subjects of special interest. In particular there is a useful 
chapter on the training of research workers. A full account 
of the report will be published in next week’s Journal. 











— | 





Changes in Emergency Bed Service.—The south-western 
branch of the Service at Wimbledon (Tel. WIMbledon 6581) 
will be permanently closed from 9 p.m. on July 20, and the 
work previously done by this office will be reallocated to 
the head office at Old Jewry or the other three branch offices 
as follows: (a) The boroughs of Wandsworth and Battersea 
will be covered by the head office at Old Jewry (Tel. 
MONarch 3000). (6) The county borough of Croydon will 
be covered by the south-eastern branch office at Woolwich 
(Tel. Woolwich 3471). (c) The remainder of the area 
hitherto dealt with by the south-western office will- be 
covered by the western office at Ealing (Tel. Ealing 6671). 
The regional hospital boards, hospital management com- 
mittees, and local medical committees concerned have been 
informed of the above arrangements, and asked to inform 
general practitioners. 


Keep Death off the Roads.—The Council of the Faculty 
of Ophthalmologists wishes to stress the importance of 
medical men keeping in mind the danger of visual dis- 
abilities in regard to driving motor vehicles. Although 
the legal restrictions for driving refer only to defects in 
central vision there are potential dangers in other visual 
defects—such as night blindness and gross restriction of 
the visual fields. Patients suffering from such defects 
should either be warned about the need for care in driving, 
or (if the defect is serious) they should be emphatically 
advised not to drive at all. 


British Association of Urological Surgeons.—The eighth 
annual meeting of the association was held in London from 
June 26 to 29 under the presidency of Mr. E. W. Riches. 
The following were elected officers for 1952-3 : President, 
Mr. E. W. Riches ; Vice-President, Mr. T. J. Millin ; Hon. 
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Secretary, Mr. A. W. Badenoch; Hon. Treasurer, Mr. 
R. H. O. B. Robinson ; Hon. Editorial Secretary, Dr. J. D. 
Fergusson. The scientific discussions will be reported in 
full in the British Journal of Urology. 


Brain Biochemistry.—A symposium on brain biochemistry 
and its relation to mental disease was held at the Barrow 
Hospital, Bristol, on July 8 and 9, by invitation of Dr. R. E. 
Hemphill, medical superintendent, and Dr. M. Reiss, director 
of biochemical and endocrinological research of the Bristol 
mental hospitals. Speakers from Britain, America, and 
Denmark took part. 


Faculty of Radiologists—The following officers were 
elected at the annual general meeting on June 20> President, 
Dr. Peter Kerley (London) ; Vice-Presidents, Professor A. S. 
Johnstone (Leeds), Mr. C. J. L. Thurgar (Newcastle-upon- 
Tyne) ; Hon. Treasurer, Dr. J. W. McLaren (London) ; Hon. 
Secretary, Dr. Rohan Williams (London); Hon. Editor, 
Miss Margaret Tod (Manchester). 


West London Medico-chirurgical Society’s Dinner.—The 
61st annual dinner was held at the Drapers Hall, London, 
on July 8, with the President, Mr. B. Sangster Simmonds, 
in the chair. Alderman C. L. Ackroyd, in proposing the 
health of the President and the Society, mentioned that the 
President was the Master of the Drapers Company as well 
as honorary surgeon to the West London Hospital. The 
President, in replying, said that the Society consisted mainly 
of general practitioners and consultants of various kinds in 
the west of London, but on this occasion he thought it very 
appropriate that the nursing staff of the West London Hos- 
pital should also be represented. In humorous vein he 
acclaimed the advances of modern surgery, saying that a 
celebrated surgeon once told him that whenever he attended 
City banquets he always looked round the hall to see how 
many stomachs he had removed and was always amazed 
to find how well the people did without them. If surgery 
progressed at its present rate it seemed as if in the not too 
distant future surgeons would be able to remove the body 
entirely from the spirit. Mr. G. B. Woodd-Walker proposed 
the health of the guests and kindred societies, and Sir Ernest 
Pooley, chairman of the Arts Council, and Dr. B. T. 
Parsons-Smith replied. 


I.L.O. and Health.—Health questions figured prominently 
in the discussions at the Conference of the International 
Labour Organization which met in Geneva during the 
greater part of June. The Conference revised the Maternity 
Protection Convention of 1919, which provided that women 
employed in industry and most non-industrial occupations 
should be entitled to a minimum of 12 weeks’ leave (one 
half before and the other half after confinement), during 
which they should receive cash and medical benefits, and 
should retain their right to reinstatement in their employ- 
ment. The new Convention brings agricultural and domestic 
workers under the cover of this protection, stipulates that 
the cash benefit must be at least two-thirds of the woman’s 
previous earnings, and allows the 12 weeks’ leave to be 
spread unequally over the pre-natal and the post-natal 
period. The Conference also adopted a recommendation 
proposing that the total leave period should be extended to 
14 weeks; and that the benefits should include, wherever 
practicable (1) general-practitioner and specialist out-patient 
and in-patient care, including domiciliary visiting, (2) dental 
care, (3) care given by qualified midwives and other mater- 
nity services at home or in hospital, (4) nursing care at home 
or in hospital or other medical institution, and (5) mainten- 
ance in hospital or other medical institution. The British 
Government delegates abstained from voting on the new 
Convention on the ground that adequate safeguards were 
already provided in Britain by social security and other 
schemes and by trade practice. Another decision taken by 
the Conference this year was that in accordance with its 
normal “double-discussion ” procedure it would seek next 
year to arrive at an international agreement on minimum 
standards for the protection of the health of workers in 


general in their places of employment. A full report of the 
proceedings will be presented to Parliament in due course 
by the Minister of Labour and National Service. 


Benefits for Patients in Hospital.—After July 24 single 
patients will receive by way of National Insurance sickness 
benefit about 4s. more per week, and married patients about 
10s. 6d. more than they have been doing hitherto while in 
hospital. All sickness benefit and some widows’ benefits 
are in any case due for increase from this date, and a 
deduction is normally made from the hospital in-patient’s 
benefit as a contribution towards his maintenance. Only 
part of the new increase is to be taken from him to meet 
the increased costs of maintenance. The weekly pocket 
money allowed ordinary long-term patients after a year in 
hospital is also raised, from 5s. to 6s. 6d., and sufferers 
from respiratory tuberculosis will have 11s. 6d. instead of 
10s. Full details are given in a report by the National 
Insurance Advisory Committee (Cmd. 8600, H.M.S.O., 6d.) 
published on July 7, the day on which Mr. Osbert Peake, 
the responsible Minister, announced the changes in the 
House of Commons. , 


Sir Harold Gillies has been appointed Emeritus Consul- 
tant Plastic Surgeon at Rooksdown House in recognition 
of his services both to the unit and to plastic surgery in 
Britain. 


Dr. E. R. A. Merewether, senior medical inspector of fac- 
tories, has been appointed medical adviser to the Ministry 
of Agriculture on poisonous chemicals in agriculture. 


COMING EVENTS 


International Congress of Therapeutics.—The third inter- 
national congress will be held in Madrid from October 16 
to 18. Scientific sessions will deal with various aspects of 
potassium (in biology, paediatrics, etc.), massive hormone 
therapy, and radioisotopes. The registration fee for the 
congress will be 500 pesetas, and Thomas Cook and Sons 
Ltd. are in charge of arrangements for registration, travel, 
and tourism. The secretariat is at the Instituto de Farmaco- 
logia, Ciudad Universitaria, Madrid. 





Dinner at Leeds.—The 62nd annual dinner of the past and 
present students of the Leeds School of Medicine will be 
held at the Hotel Metropole, Leeds, on November 28. Dr. 
William Pickles will preside. The guest of honour will be 
Professor A. P. Thomson, Dean of the School of Medicine, 
Birmingham. The price of tickets will be one guinea 
(exclusive of wine). 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 
Tuesday, July 22 
RoyAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—4 p.m., “ Anaesthesia in Dental Surgery,” 11th 
International Dental Congress Lecture by Professor R. R. 
Macintosh. 
Wednesday, July 23 
INSTITUTE OF PsycHIATRY, Maudsley Hospital, Denmark Hill, 


London, S.E.—8.15 p.m., ‘“‘ Headache Mechanisms,” public 
lecture by Professor H. G. Wolff (Cornell University, New 
York). 
Thursday, July 24 

RoyYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—5 p.m., “ General Anaesthesia in the Dental 
Chair,” 11th International Dental Congress Lecture by Dr. 
W. S. McConnell. 


Saturday, July 26 


MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DisEAsEs.—At 
Mary’s Hospital, Paddington, London, W., 2.30 p.m., 
M. “Cardiovascular Syphilis,’ by Dr. H. Beerman 


St. 
A.G. 
(Pennsylvania). 
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APPOINTMENTS 


The Minister of Pensions has appointed Professor Walter 
Mercer, P.R.C.S.Ed., professor of orthopaedic surgery in the 
University of Edinburgh, Chairman of the Standing Advisory 
Committee on Artificial Limbs, in succession to Mr. St. John 
Dudley - Buxton. 


ROWLES, AMELIA, B.Sc., M.B., B.Ch., D.P.H., Medical Officer of Health 
to Borough of Llanidloes, Newtown and Llanllwchaiarn Urban District, 
Machynileth Urban District, Machynlleth Rural District, Newtown and 
Llanidloes Rural District, and Assistant County Medical Officer to the 
County of Montgomery, 

SOUTH-WEST METROPOLITAN REGIONAL HospPITAL BoarD.—Consultant 
Anaesthetist, Croydon Group of Hospitals, E. G. Godwin, M.R.C.S 
L.R.C.P., D.A. Medical Superintendent and Assistant, Chest Physician 
(S.H.M.O. Grade), King George’s Sanatorium for Sailors, F. Hodgkiss, M.B., 
Ch.B. Assistant Chest Physician (S.H.M.O.° Grade), Kingston and Mort- 
lake Area, A. Sakula, M.D., M.R.C.P. Assistant Psychiatrist (S.H.M.O. 
Grade), Park Prewett Hospital, D. E. R. Kelsey, M.B., B.Chir., M.R.C.P. 
Assistant Psychiatrist (S.H.M.O. Grade), Netherne Hospital, D. H. Bennett, 
M.D., D.P.M. Consultant Physician, Croydon Group of Hospitals, G. P. 
Baker, M.Sc., M.D., M.R.C.P. Consultant Anaesthetist, Plastic and Jaw 
Unit, Rooksdown House, D. A. Sherman, M.R.C.S., L.R.C.P., D.A. 
Assistant Pathologist (S.H.M.O. Grade), Epsom Group of Hospitals, 
A. Tay, M.B., Ch.B., D.C.P. Assistant Geriatric Physician (S.H.M.O. 
Grade) Portsmouth Group of Hospitals, W. R. Duff, M.B., Ch.B., 
D.T.M.&H. Consultant Pathologist, Isle of Wight Area Pathological Service, 
P. D. Swnistead, M.B., B.S. Medical Superintendent of Lingfield Sanatorium 
and Assistant Chest Physician to Bournemouth Area (S.H.M.O. Grade), 
J. R. Mikhail, M.R.C.S., L.R.C.P. Assistant Chest Physician (S.H.M.O. 
Grade), Merton and Morden Area, J. M. Hill, M.D., M.R.C.P.. Medical 
Registrar, Epsom and Redhill Groups of Hospitals, G. L. Walker, M.B., 
Ch.B. Medical Registrar, Southampton Infectious Diseases Hospital, 
Unity R. Allen, B.M.,._B.Ch., M.R.C.P., D.C.H. Medical Registrar, May- 
day Hospital, Croydon, D. A. Smith, M.B., Ch.B. Surgical Registrar, 
Croydon General Hospital, G. Hadfield, M.R.C.S., L.R.C.P. Anaesthetic 
Registrars, St. James’ Hospital, Balham, T. Thomson, M.B., Ch.B., Annie 
T. Whelan, M.B., B.Ch. Obstetric and Gynaecological Registrar, Portwey 
Hospital, R. D. Johnstone, M.B., D.Obst.R.C.0.G. Obstetric 
and Gynaecological Registrar, South London Hospital for Women and 
Children, Vivienne A. Croxford, M.B., Ch.B., D.Obst.R.C.O.G. Thoracic 
Surgery Registrar, Royal Victoria Hospital, Boscombe, A. R. Attia, M.B., 
Ch.B. Medical Registrar, Redhill County Hospital, C. E. D. Hearn, M.B., 
B.S. Anaesthetic Registrar, Kingston Hospital, R. S. Gillinson, M.B., 
Ch.B. Surgical Registrar, Southampton General Hospital, H. D. Rawson, 
M.B., Ch.B., F.R.C.S.Ed. Surgical Registrar, St. James’ Hospital, Bal- 
ham, D. A. Macfarlane, M.B., B.Ch., F.R.C.S. Psychiatric Registrars, St. 
Ebba’s Hospital, G. A. Dransfield, M.B., B.S., D.P.M., J. G. Garai, 
M.R.C.S., L.R.C.P. Psychiatric Registrars, ’ Belmont Hospital, K. S. Jones, 
M.B., BS., D.P.M., J. S. B. Lindsay, M.B., Ch.B., D.P.M. Psychiatric 
Registrar, Graylingwell Hospital, Emily M. Frazer, M.B., BS., .C.H. 
Psychiatric Registrar, Brookwood Hospital, 1. E. J. McLauchlan, M.B., 
Ch.B. Psychiatric Registrar, West Park Hospital, D. Margaret J 
Emslie, M.B., Ch.B. Medical Registrar, Royal Hampshire County Hos- 
pital, A. T. T. Forrester, M.B., B.S. Medical Registrar, St, Helier. Hospital, 
G. F. M. Carnegie, B.M., B.Ch. Medical Registrar, St. Peter’s Hospital, 
R. G. Gibbs, M.B., B.Chir. Medical Registrar, St. Stephen’s Hospital, 
S. Benaim, M.B., B.S., M.R.C.P. Surgical Registrar, Princess Beatrice 
Hospital, H. H. E. Batten, M.B., B.Ch., F.R.C.S. Surgical Registrar, 
St. Stephen's Hospital, A. S. Dawson, M.B., Ch.B. Ophthalmological 
Registrar, Portsmouth Eye and Ear Hospital, R. L. N. Stewart, M.B., 
Ch.B., D.O. Pathological Registrar, Croydon Group of Hospitals, J. C. 
Mitchell, M.B., Ch.B. Medical Registrar, Kingston Hospital, R. G. 
Shorter, M.B., B.S. Medical Registrar, Weymouth Hospital, R. M. Powell, 
M.R.C:S., L.R.CP. Medical Registrar, — Mary’s Hospital, Car- 
shalton, Anne D. MacDonald, M.B., Ch.B., 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Alderson.—On June 14, 1952, at 18, Wilson Street, Camperdown, Victoria, 
Australia, to Sybil, wife of Dr. B. S. Alderson, late of Lanchester, Co. 
Durham, a son. 

Anderson.—On June 28, 1952, at Cleethorpes Maternity Home, Lincs, to 
Elizabeth, wife of Dr. Robert Anderson, of ‘* Holmicigh,”” George 
Street, Mablethorpe, Lincs, a son—Duncan Ross. 

Smith.—On July 8, 1952, at Leeds, to Dr. Kathleen (formerly Turner), 
wife of Irvine Smith, F.R.C.S., a son—Robin Goulty. 


MARRIAGES 


Woodmansey—sunor.—On June 30, 1952, at Benenden Church, Kent, 
Arnold Colin Woodmansey, M.D., D.P.M., to Faith Junor, M.A.O.T. 


DEATHS 


Aitken.—On June 22, 1952, at Adelaide, South Australia, Gilbert Elliot 
Aitken, L.R.C P.&S.Ed., L.R.F.P.S. 

Atkins.—On July 7, 1952, John Francis Atkins, M.B., B.Ch., 
Sussex. 

Benson.—On July 7, 
John Robinson Benson, F.R.C.S., aged 83 


of Hove, 


1952, at Venn, Morchard-Bishop, Crediton, Devon, 


Biggart.—On June 22, 1952, Arnold Samuel Longbotham, M.B., Ch.B., 
of Cleveland, Powerscourt Road, Barton-on-Sea, Hants, formerly of 
West Hartlepool, Co. Durham, aged 72. 

Falkener.—On July 5, 1952, Ry Falkener, M.D., D.P.H., of La 
Marretteau, Guernsey, C.I., 85. 

Hulbert.—On July 4, 1952, - a nursing-home, Ealing, London, S.W., 


Ernest Beddoe Hulbert, M. 
Kenny.—On July 13, 1952, at his home, 25, Chestnut Road, West Norwood, 
ent S.E., James Kenny, L.R.C.P.&S.I., M.C.P.S. Alta., late of 
xford. : 
Kirkpatrick-Picard.—On July 10, 1952, at Seaton, Silverdale Road, Burgess 
Hill, Sussex, Arthur William Kirkpatrick-Picard, M.D., aged 83. 
Pyrah.—On July 9, 1952, in hosptal, Reginald Smith Pyrah, M.B., Ch.B., 
of Farnley, Leeds. 
Robertson.—On July 11, 1952, at Edinburgh, Charles George Robertson, 
M.B., M.R.C P.Ed., of 12, Milton Drive, Portobello, Edinburgh. 


ad 


Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Coeliac Disease and Cereals 


Q.—Workers at Birmingham have shown recently that 
the removal of wheat flour (and in particular wheat gluten) 
from the diet results in rapid improvement in cases of 
coeliac disease. What cereals may be given to such chil- 
dren with safety? Are there any other foods beside cereals’ 
which should be forbidden? 


A.—The children may be given corn-flour, rice-flour, or 
potato-flour. Gluten-free cereals consist essentially of 
starch, which can, of course, be purchased, but it has lost 
its bread-making characteristics. The cereals that appear 
to be most deleterious are wheat, rye, and oats. Children 
with coeliac disease will tolerate most other foods reason- 
ably well, but fat may have to be restricted, especially in 
more severely ill children. 


Pseudo-constipation in Infants 


Q.—An infant of 18 weeks has a bowel movement of 
about 4 oz. (113 g.) once every eight days. The infant is 
breast-fed, and the motion is unformed, soft, and mustard 
coloured. Although only 54 Ib. (2.5 kg.) at birth, the infant 
has thriven well. There appears to be no anal stenosis or 
fissure and no undue abdominal distension. Blood has 
never been passed per rectum. On rectal examination the 
bowel wall is felt to come down against the finger on 
defaecation, and soft faeces are present on the examining 
finger. What treatment, if any, is necessary, and what is 
the cause of the delayed motions? 


A.—Many breast-fed babies present a condition which 
has been termed “ pseudo-constipation.” Presumably the 
breast milk leaves little residue to stimulate a bowel action. 
Also, after the relatively frequent and almost reflex open- 
ing of the bowels several times a day in the newborn period 
there comes a time when the baby appears to be acquiring 
some natural control. However, it is seldom that this phase 
lasts so long as in the case cited, and certainly an eight-day 
rhythm is unusual. Mixed feeding should be started soon 
with bone and vegetable broth and one feed of cereal intro- 
duced. Orange juice, if not already started, should be given 
liberally. If more frequent stools do not then begin to 
appear expert advice should be sought just in case, as a 
very long shot, the child is suffering from thyroid deficiency 
or mental defect. It seems unlikely from the description, 
especially as the faeces are described as soft, that there is 
any organic disease of the bowel. Laxatives or purgatives 
should not be given. . 


Prematurely Grey Hair 


Q.—Are physostigmine or A.C.T.H. of any use in treating 
premature greying of the hair? If not, are hair dyes a 
safe and effective treatment ? 


A.—I know of no substance which, taken internally, 
causes the hair to darken in the human subject. I have 
never heard that physostigmine has this effect, and in patients 
I have treated for other diseases with A.C.T.H. I. have 
certainly seen no change in the colour of the hair. It seems, 
indeed, that greying of the hair does not depend upon the 
same factors as influence the pigmentation of the skin in 
general. 
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Hair dyes, intelligently used, are a safe and reasonable 


@eatment. The most satisfactory dyes of all are members 
of the paraphenylenediamine group, but these carry a defi- 
nite risk of dermatitis. The risk can be avoided almost 
entirely, however, by applying a patch-test to the skin each 
time dye is going to be applied to the hair. The metallic 
dyes are much safer, but do not provide such a range of 
colour. Washable dyes are safe and have a wider colour 
range, but they are not permanent. 


Tough Beards and Soft Skins 


Q.—What can be done to help those with very tough 
beards and delicate skins, whose faces are made exceedingly 
sore by shaving? An electric razor has proved ineffective. 
Is there, for instance, any way of removing the hair from the 
face either permanently or semi-permanently ? Can the 
beard be softened or the skin toughened ? 


A.—It must be said at once that x rays or similar therapy 
should not be used in a problem of this type for permanent 
or semi-permanent epilation of the beard, nor is there any 
other measure that can be employed to this end. It is true 
that fractional doses of x rays, if administered in correct 
dosage and at proper intervals, may help in reducing both 
the sensitiveness of the skin and the toughness of the 
beard, but this again must be done with great caution and 
only by the expert dermatologist. The modern electric razor 
is almost certainly the best measure to adopt, but patience 
and perseverance are required to produce satisfactory results. 
Its use is often abandoned too readily. Apart from this, 
water is a valuable softener of the hair, and the effective 
preparatory lathering of the face, using a good soap and 
soft water, is probably the most important simple routine, 
to be followed by the use of a good razor of the safety 
type. Instead of soap and water some prefer to use the 
brushless creams, which are soothing. It is important to be 
sure that there is no actual low-grade infective or eczematous 
condition of the beard requiring attention. 


Appendicitis in the Elderly 


Q.—Three months ago a female patient of 69 suffered an 
attack of almost complete acute intestinal obstruction from 
which she slowly recovered spontaneously. Barium enemata 
and a later barium follow-through showed no evidence of an 
organic lesion, and it has been assumed that the patient is 
suffering from spastic colon. The patient now intends to 
go abroad. What are the risks of further attacks and what 
treatment is advised ? 


A.—tThe questioner does not give sufficient detail of the 
recent illness to allow a full commentary. Whilst it is 
possible that the attack was due to a spastic colon, the slow 
spontaneous recovery is a point against this diagnosis. Was 
the possibility of acute appendicitis seriously considered at 
the time ? If any one diagnosis had to be put forward to 
explain this attack of “almost complete obstruction” in 
these circumstances, then there is no doubt that appendicitis 
is the most likely one, for it is notorious how frequently the 
elderly patient presents in this fashion. Failure of the 
appendix to fill with barium in an x-ray examination would 
support this diagnosis. If the patient is going abroad to a 
place remote from expert surgical care and has not previ- 
ously had the appendix removed, then this should be seri- 
ously considered. Apart from this diagnosis, and in the 
absence of any more definite indication of the cause of the 
original trouble, no more specific advice on prevention of 
further attacks can be given. If appendicectomy is not done 
now and a further attack occurs, then the diagnosis of 
appendicitis must once again be seriously considered. 
Provided that the patient has had a sigmoidoscopy and 
reliable barium studies, no further investigation would seem 


necessary, 





Pyretotherapy in Rheumatoid Arthritis 


Q.—I recently saw a patient, severely crippled with 
rheumatoid arthritis, who experienced a complete remis- 
sion of her symptoms for several months after a high 
fever of obscure origin. Has pyretotherapy a place in the 
treatment of rheumatoid arthritis ? 


A.—In patients suffering from rheumatoid arthritis a 
temporary remission of rheumatic symptoms frequently 
follows an acute febrile illness or an operation. As a 
result of such clinical observations there has been a recur- 
ring vogue for treating rheumatoid arthritis by means of 
artificial fever, particularly that resulting from the injection 
of foreign protein, such as T.A.B. vaccine. Unfortunately 
the remission is usually of short duration, and not infre- 
quently a short remission may be followed by a further 
exacerbation of the rheumatoid process, so that the long- 
term results are not generally satisfactory. The present 
view is that these temporary remissions result from stimula- 
tion of the pituitary adrenocortical system by the febrile 
episode. 


Normal Blood-pressure Readings 
Q.—Where can I find information on the normal range 
of the blood pressure ? 
A.—On p. 17 of the book “ Any Questions?” The book 
can be obtained for 7s. 6d. (postage 6d.) from the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1. 


Cirrhosis of the Liver and Endocrine Disorders 


Q.—Is there any association of endocrine disorders with 
cirrhosis of the liver? If so, where may I find a compre- 
hensive account ? 


A.—The liver is particularly important in conjugating 
and deactivating blood oestrogens, so that in cirrhosis of 
the liver in males this is reflected in an increase in un- 
conjugated urinary oestrogens, with the possible sequences 
of gynaecomastia and testicular atrophy. The liver also 
plays a part in the metabolism of testosterone, and there 
is decreased excretion of 17-ketosteroids in patients with 
liver damage. The whole subject is reviewed in a paper 
by Shadaksharappa, Calloway, Kyle, and Keeton (J. clin. 
Endocr., 1951, 11, 1383). mt 


Prognosis of Hairy Moles 

Q.—What is the prognosis, so far as malignant change is 
concerned, of hairy moles on the face? How should they 
be treated? 

A.—When it is considered how common hairy moles are 
and how rare malignant melanoma, particularly on the face, 
it will be appreciated that the chances of malignant degenera- 
tion in any individual mole are almost negligible. The 
principal indication for treatment is cosmetic; it is often 
supposed, however, that frequent trauma may predispose to 
malignant change, and for this reason a mole on the face 
may be removed if it is likely to be damaged often—for 
example, within the shaving area. The only satisfactory 
treatment is surgical excision, which should include the full 
thickness of the skin. 
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